‘ork: 
, but 
logy, 
d by 
real 
otion 
ea is 
nades 
ascu- 
ns is 
word 
to 
nda 
he is 

Yet 
ke it 
lling 
now 
lants 
call 
ntific 
at it 
say, 


Ss an 
in of 
tion, 
indi- 
riven 
nary 
d 4§ 
over 
been 
tors, 
ders, 
been 
nd a 
lan’s 
the 
&rvice 
issed 


dale, 
rela- 
way 
ostel 
phus 
care 
d in 
il if 
light 
n as 


cyte 
sight 
The 


— 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY DECEMBER 1 


1945 


THE RENAISSANCE AND ITS 


INFLUENCE ON 


ENGLISH MEDICINE, SURGERY. 


AND PUBLIC HEALTH* 


Sir ARTHUR 


SALUSBURY MacNALTY, K.C.B., M.D.. 


F.R.C.P.. 


Fellow of University College, London 


Thomas Vicary, Serjeant-Surgeon to King Henry VIII, King 
Edward VI, Queen Mary, and Queen Elizabeth, Master of 
the Barbers’ Company, four times Master of the Barber- 
Surgeons’ Company, and Surgeon to St. Bartholomew's Hos- 
pital, flourished as England's leading surgeon from 1527 to 
1562. His life was passed in stirring times. A new world had 
been discovered by Columbus. Vicary saw the convulsive 
change produced by the Reformation and the dissolution of the 
monasteries, the fires at Smithfield and Oxford smoking with 
the blood of the martyrs, and above all he experienced the 
influence of the Renaissance and the birth of freedom of 
thought, individual initiative and action which guided him in 
his work for British surgery. 

It was in the times of Thomas Vicary, then, that a new spirit 
arose in national thought; and amid a despotic rule, much 
oppression, and injustice it is possible to trace advances in 
medicine and surgery, in public health, in social medicine, and 
in culture and education. 


How the “* New Learning” came to England 

It was not until the value of Greek thought became manifest 
to the practical Englishman that the influence of the Renaissance 
became widespread. This heritage was brought to England 
from Italy by a band of Oxford men known as the Humanists. 
The teaching of Colet, Grocyn, and Linacre, together with the 
young Thomas More, made Oxford famous as a seat of learn- 
ing. Bishop Fox in 1516 founded Corpus Christi College at 
Oxford in the interests of the new learning, and John Fisher 
promoted the spread of Hellenic thought at Cambridge. Once 
the new learning was established in the universities it influenced 
national thought and practice.’ 


England in Tudor Times 


The period of the Middle Ages, it has been remarked, had a 
childlike simplicity of outlook: it experienced extremes of joy 
and misery ; everything was either black or white. It reverenced 
authority—that of the Church in religion, of the aristocracy in 
politics, of Aristotle, Galen, Pliny, and Pythagoras in science : 
it was inconsequent and thoughtless, and loved glitter and 
display. The England of Thomas Vicary’s time was the 
nation’s adolescence. 

Under Henry VII trade and manufactures, especially the 
woollen industry, were encouraged. The wealth in the country 
increased, but it was in the hands of a new and powerful class— 
that of the traders. Queen Anne Boleyn’s grandfather was a 
London merchant, and the most powerful Ministers employed 
by a Tudor king were Wolsey, the son of an Ipswich grazier, 
and Cromwell, the son of a Putney blacksmith. The old 
villeinage or serfdom had gone. In the demand for wool the 
landlords found it more profitable to convert their waste and 
tilled land into pasture land for sheep. In the words of 
Thomas More,’ “ they thrust husbandmen out of their own and 
made sheep consume, destroy and devour whole fields, houses 
and cities.” This caused much discontent and unemployment, 


*The Thomas Vicary Lecture, delivered at the Royal College of 
Surgeons on Nov. 1, 1945, 


and partly explains the popular support which Henry VIII 
received in the dissolution of the monasteries, which owned 
most of the land. The abolition of the craft guilds left guilds- 
men unemployed. 

Thus the country in Tudor times was infested with destitute 
persons. Many became vagabonds, thieves, and murderers. 
The Poor Law legislation of Henry VIII and Edward VI put 
the onus of relief on the charity of local districts. It was not until 
the celebrated Poor Law Act of 1601, which made the main- 
tenance of the aged and invalid poor and the provision of work 
for the able-bodied a statutory burden on the parishes through 
the levying of rates, that the problems of unemployment and 
destitution began to be handled effectively. 

The extent of the population in Tudor times can only be 
broadly conjectured. A rough census was taken at the time of 
the Armada (1588), and was found to be something under five 
millions. The population, according to Froude,’ had probably 
approached this figure many generations before. It had been 
a Stationary population, and did no more than keep pace with 
the waste from disease, epidemics, high juvenile mortality, and 
civil and foreign war. Wages and the prices of food were 
regulated, so far as regulation was possible, by Act of Parlia- 
ment. Wages were high and food was cheap. 

On the whole, except for the destitute and the very poor, the 
standard of nutrition was high. More people probably died of 
overeating than under-nourishment ; for the multitude of clerks, 
apprentices, retainers, and labourers shared the good things of 
the tables of their masters.° The Spanish nobles who came into 
England with King Philip were astonished at the diet which 
they found among the poor. “ These English,” said one of 
them, “have their houses made of sticks and dirt, but they 
fare commonly so well as the King.” “ What comyn folke in all 
this world,” says a State paper in 1515,° “may compare with 
the comyns of England in riches, freedom, liberty, welfare and 
all prosperity? What comyn folke is so mighty, so strong in 
the felde, as the comyns of England?” 

The success as rulers of Henry VIII and Elizabeth lay in the 
fact that their strength rested in the support of the common 
people and the middle classes. To this end wages and food 
prices were controlled, pageants were provided for their amuse- 
ment, and contentment prevailed. The Renaissance introduced 
a new style of architecture and there was much building of 
houses or extensions to existing mansions. These dwellings were 
surrounded by parks and pleasant flower and herb gardens. The 
princes built palaces, such as Richmond, Nonsuch, Greenwich, 
and Hatfield. Cardinal Wolsey’s edifices at Hampton Court 
and Whitehall were both seized and completed by Henry VIII. 
Ihe nobles, squires, and wealthy merchants followed the royal 
example, and new colleges were founded and built at Oxford 
and Cambridge. Dress, as we know from the portraits of 
Hoibein, was ostentatious and costly among the courtiers and 
the well-to-do. 

In various ways the amusement of all classes of society was 
catered for; there were masques, theatrical performances, 
archery, athletic sports, fairs, pageants, and shows, bull- and 
bear-baiting, badger-drawing, and cock-fighting: while public 
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executions, whipping at the cart’s tail, ducking a scold, and 
burning of witches and heretics provided more sadistic excite- 
ment. Such was “ Merrie England” in the time of Thomas 
Vicary. 

Education 

The Tudor monarchs encouraged and practised scholarship. 
Linacre was Prince Arthur’s tutor. The Oxford humanists, as 
we have seen, had established the new learning in the univer- 
sities. Linacre founded medical lectures which bear his name 
at Oxford and Cambridge. Yet if it had not been for Sir 
Thomas Smith, “the flower in his time of the university of 
Cambridge,” the universities might have perished at the Refor- 
mation. 

Thomas Vicary knew Latin, but was probably not a classical 
scholar. However, he emphasized the value of a good general 
education for the surgeon. He was to be reasonably well versed 
in philosophy, grammar, and rhetoric, and a “ lettered ” man. 
Vicary’s knowledge of and his affection for the works of 
Guido de Cauliaco are indicated by the request in his will 
“unto the hawle of my company one book called Guido.” This 
was probably Guido’s Cyrurgia of 1363. At the grammar 
schools the boys were taught to read, write, and speak Latin. 
At a few schools, like St. Paul’s, Greek was taught and a little 
mathematics. The pupils were expected to know how to read 
and write before entrance—a fact which implies the existence 
of elementary schools, kept chiefly by the clergy. Tyndale’s 
translation of the Bible into English undoubtedly stimulated the 
spread of elementary education. On the whole there was less 
illiteracy among the people of England in the sixteenth century 
than in the first half of the nineteenth. It may be assumed that 
the medical student of Tudor times received a reasonable general 
education, particularly if he went to the university before 
entering on his professional studies. 


Social Medicine and Public Health 

In reviewing the general state of England in Tudor times we 
have noted signs of progressive prosperity in trade and com- 
merce, the abolition of serfdom, and in the main a well-nourished 
and athletic population. When we turn to the consideration of 
social medicine and public health the picture is much less 
favourable, but there are signs of gradual improvement. 

It is in Henry VIII's reign that the beginnings of an 
enlightened public health policy in regard to water supplies can 
be noted, for in 1532 there was passed the important Act of 
Parliament (23 Henry VIII, C. 5) which appointed Commis- 
sioners of Sewers in all parts of the kingdom. Though much of 
the work of the Commissioners was riparian in character and 
directed towards preventing encroachments of the sea, flooding 
of low grounds, and maintenance of river banks, regulations 
were also made against trade effluents, deposits of rubbish in 
rivers, and pollution of rivers, streams, and wells. The larger 
towns were provided with a regular water-system with public 
standpipes, and water sometimes was laid on to the houses. 
London for a long time had been well supplied with water, 
but under the Tudors seven or eight more conduits were set up 
from which fresh water was hawked about the streets in barrels. 
These improvements in water supplies probably owed much to 
Sir Thomas More, who was appointed one of the Commissioners 
of Sewers along Thames bank between East Greenwich and 
Lambeth in 1514.’ 

Epidemic Diseases 

There was much disease in England in Thomas Vicary’s days. 
“ Surfeits,” scurvy, scabies, gout, and stone prevailed, and 
syphilis was a deadly scourge, as Dr. Johnston Abraham" has 
shown. Measles, smallpox, tuberculosis, typhus, and dysentery 
took a heavy toll, but the deadliest epidemics were bubonic 
plague and the “sweating sickness.” 


Plague 

Plague had remained endemic in England since 1349, the 
terrible year of the Black Death, which destroyed two million 
people—half the existing population. At the beginning of the 
sixteenth century there was a general recrudescence of the 
disease. From 1511 to 1521 there is not a single year without 
some reference to the prevalence of plague in the letters of 
Frasmus and elsewhere 


The chief protective measure was flight from the infected 
locality, the King and the Court setting the example. Sit 
Thomas More, in a charge he made to the Mayor of Oxford in 
1518, ordered inhabitants infected with the plague to keep in 
their houses and to “put out wisps and bear white rods.” 
They were forbidden to have animals in their houses, and 
officers were required to keep the streets of the town cieansed 
and burn refuse. This procedure was later enforced by the 
London plague bills of mortality in 1532, parish registers of 
deaths (1539), and the plague orders of 1543, which were 
adopted in the Elizabethan regulations. The white wand 
became the insignia of the “searchers” of infected houses 
(which had to be marked and closed) and the bearers of the 
dead. Additional orders later made by the Corporation of 
London prescribed burning of infected clothing and bedding, 
cleansing of streets, closing infected houses for forty days, and 
many regulations about scavenging and sanitation. 


The Sweating Sickness 


The sweating sickness was one of those mysterious maladies, 
like influenza and encephalitis lethargica in our own time, which 
suddenly make their appearance, wreak havoc and destruction 
for a while, and.then as suddenly disappear.” Five epidemic 
outbreaks of sweating sickness occurred in England in the 
sixteenth century. The disease was first noted in August, 1485. 
In 1502 it prevailed in the West Country, and Prince Arthur 
probably succumbed to it at Ludlow. In 1507 a milder outbreak 
occurred, but 1517 saw a third and much more severe epidemic. 
half the population in a town perishing in some instances. 
The fourth epidemic, in 1528, was one of great severity. In 
London that summer the mortality was very great. “ One has 
a little pain,” wrote Du Bellay,'’ the French Ambassador, “in 
the head and heart. Suddenly a sweat breaks out, and a phy- 
sician is useless, for whether you wrap yourself up much or 
little in four hours, sometimes in two or three, you are 
despatched without languishing.” 

The fifth and final epidemic was in 1551, and was well 
described by Dr. John Caius in a treatise entitled A Boke or 
Conseil against the Disease Commonly Called the Sweate or 
Sweating Sickness (1552).* It did not cause much fatality among 
the poor, but chiefly affected the rich and those who were free 
livers. Caius noted that * they who had this sweat were either 
men of wealth, ease, or welfare, or of the poorer sort such as 
were idle persons, good ale drinkers, and tavern haunters.” 
Dr. Creighton,'' the epidemiologist, and Dr. Michael Foster’* 
considered that the only disease of modern times which bears 
any resemblance to sweating sickness is miliary fever (schweiss- 
friesel, suette miliare, or “the Picardy sweat”), a malady 
repeatedly observed in France, Italy, and South Germany, but 
not in the United Kingdom. It was characterized by intense 
sweating and an eruption of vesicles, lasted longer than sweating 
sickness, occurred in limited epidemics, and was usually not 
fatal. The first epidemic was seen in 1718, and it continued 
to 1906, and even later. There were 175 epidemics in France 
alone. 

Three Tudor Pioneers in Public Health 


Sir Thomas More (1478-1535) is well known as Speaker of 
the House of Commons, Lord Chancellor, eminent humanist, 
saint, and martyr. In addition he was a great health reformer. 
We have to wait until the nineteenth century for a man of 
equal vision and breadth of view to appear in Edwin Chadwick. 

More’s friendship with Linacre probably first turned his 
attention to the problems of public health. His work as Com- 
missioner of Sewers and in controlling plague has already been 
described. In his Utopia, printed at Louvain in 1516, he gave 
an account of “ No-where "—the imaginary Commonwealth of 
the Renaissance idealists. The citizens of Utopia esteemed 
health as “ the greatest of all pleasures.” Inspired by his know- 


*1 am indebted to Prof. W. G. Hoskins for a reference in 
Nichol’s History of Leicestershire (p. 891), wherein is given an ex- 
tract from the Loughborough parish register for 1551, as foilows :— 
1551, June: ** The Swat, called the New Acquaintance, alias Stoupe 
Knave and Know Thy Master, began 24th of this month.” The 
register then mentions 12 persons who were buried in 12 days, and 
then goes forward to another page, where it is written at the top, 
“The Sweat or New Acquaintance,” and mentions seven names all 
buried in three days, in all 19 in six [sic] days. After this it seems 
to cease. 
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ledge of the principles of Greek medicine, More’ applied his 
learning to a description of desirable public health provision in 
Utopia. He envisaged a well-built city with gardens and open 
spaces, a public water supply, drainage, and cleansed streets, 
with public abattoirs outside. Public hospitals were provided 
for the treatment of rich and poor, and isolation hospitals for 
cases of infectious disease. Other amenities included communal 
meals; the safeguarding of maternity with municipal nurses 
for infant welfare ; nursery schools (or créches) for children 
under 5; free universal education for all children, with con- 
tinuation, adolescent, and adult schools; religious instruction, 
industrial welfare, enlightened marriage laws, and eugenic 
mating and obedience to the Jaws of health, including fresh 
air and sunlight and active occupation without undue fatigue. 

It is a comprehensive programme of social medicine which, 
written in the sixteenth century, expresses many of the aspira- 
tions of to-day. If Sir Thomas More had had a wise and 
discerning master, if that master had given him due authority 
and powers in administration, England would not have had to 
wait three hundred years for the initiation of national public 
health. Instead Henry VIII sent Sir Thomas More to the 
scaffold. 

Sir Thomas Elyot (? 1490-1546), diplomatist and author, was 
also an enlightened social reformer. He was traditionally an 
M.D. of Oxford, although no evidence of this is extant.'* He 
was English Ambassador to the Court of the Emperor 
Charles V, served on several foreign missions, and was knighted 
by Henry VIII, being the first medical man (according to Dr. 
S. D. Clippingdale) to be thus honoured. He wrote The Caste! 
of Health (London, 1534), a Latin-English Dictionary (1538), 
and The Boke named the Governor (1531), a treatise on the 
education of statesmen. The Castel of Health is a medical 
treatise of prescriptions for various ailments, and Elyot gives 
an account of the disorders from which he himself suffered. 

The third Tudor pioneer in public health was Dr. Andrew 
Boorde or Borde (? 1490-1549), traveller-physician—* Andreas 
Perforatus,” as he humorously styles himself. It was at Mont- 
pellier that he wrote his Fyrst Boke of the Introduction of 
Knowledge, published ? 1547; the first printed Handbook of 
Europe; his Dyetary, published in ? 1542; his Breuyary of 
Health, published in 1547 ; and his lost Boke of Berdes (beards), 
condemning them. Boorde’s Dyetary is an excellent manual of 
hygiene based on his medical experience and full of sound 
common sense. On nutrition he gives good advice: 

“Two meales a daye is suffycyent for a resting man; and a 
labourer may eate three tymes a daye; and he that doth eate ofter, 
lyveth a beestly lyfe. . . . Also sondry meates eaten at one meale 
is not laudable; nor it is not good to syt long at dyner and supper. 
An houre is suffycyent to syt at dinner; and not so longe at 
supper.”’ 

He also points out the unwise custom of beginning with heavy 
meats and only putting on better, light, and nutritive meats 
when the appetite is assuaged. The prodigious feasts of the 
time show that littke heed was paid to his counsels. The in- 
structions in the book for choosing a site and for the building 
and hygiene of a country house could hardly be bettered by 
the textbooks of to-day. 

These three men—More, Elyot, and Boorde—were far ahead 
of their age. Under the rising sun of the Renaissance they 
grasped the fundamental principles of social medicine, nutrition, 
and education, and set forth their application in their writings. 
Much of the seed lay dormant for centuries. It is only in the 
public health and social reform of to-day that we begin to 
reap the harvest of their work. 


The Hospitals 


One of the most evil results of the dissolution of the monas- 
teries was the abolition of the hospitals maintained by the 
monks for the care and treatment of the sick poor. Sir Thomas 
More in his Supplication of Souls exposed this short-sighted 
policy, but Henry VIII ignored the advice.'* By 1539 the total 
number of suppressed religious establishments was 655 monas- 
teries, 90 colleges, 2,374 chantries and free chapels, and 110 
hospitals. 

The Corporation of London foresaw the evil that would 
result, and in 1538 Sir Richard Gresham, the Lord Mayor, asked 
that the three remaining hospitals, St. Mary Spital, St. Bar- 


tholomew’s, and St. Thomas’s, and, also, the Abbey of Tower 
Hill, might be placed with their. revenues at the disposal of 
the Mayor and aldermen, so that “all impotent persons not 
able to labour might be relieved.""* Nothing was done until 
1544, when Henry re-founded St. Bartholomew's Hospital, 
though he afterwards resumed possession of it. Henry's 
physicians said the only way of getting the King to listen to 
reason was to have him fall ill. This was exemplified on his 
death-bed in 1547, when he made the comprehensive agreement 
with the citizens which led to his posthumous, if unmerited, 
distinction as first founder of the five “ Royal Hospitals "— 
St. Bartholomew's, St. Thomas's, Christ's Hospital, Bethlem 
Hospital, and Bridewell. It was through the efforts of the City 
Corporation that these hospitals were preserved. 


Revival of Medicine 

The first beginning of organization of the medical profession 
in England was undoubtedly due to the influence of Henry's 
physician, Thomas Linacre, a medical graduate of Padua and 
Oxford, who had seen the reputation and distinction to which 
the medical profession could attain in Italy under the star of 
the Renaissance, and in the interests of the public wished to 
separate physicians and surgeons from the horde of empirics 
and quacks. As is well known, he followed up the Act 
regulating the practice of medicine in London by founding the 
Royal College of Physicians of London in 1518. The letters 
patent state that to the establishment of this incorporation the 
King was moved by the example of similar institutions in Italy 
and elsewhere, by the solicitations of at least one of his own 
physicians, Thomas Linacre, and by the advice and recommen- 
dation of his chancellor, Cardinal Wolsey. The letters patent 
were confirmed by Statute 14, Henry VIII. The original 
founders of the College, John Chambre, Thomas Linacre, 
Ferdinandus de Victoria—all physicians to the King—Nicholas 
Halsewell, John Francis, and Robert Yaxley, with the addition 
of two other physicians, Richard Bartlot and Thomas Bentley, 
were named Elects, who should yearly appoint from among 
themselves a President. No person, except a graduate of 
Oxford and Cambridge, without dispensation, was to be per- 
mitted to practise physic throughout England unless he had been 
examined and approved by the President and three of the Elects. 

“It was expedient and necessary to provide that no person be 
suffered to exercise and practise physic, but only those persons 
that be profound, sad and discreet, groundedly learned and deeply 
studied in physic.” 

The apothecaries were then members of the Grocers’ Company, 
by whom they were regulated. All apothecaries had their wares 
and medicaments examined by four representatives of the 
College of Physicians. 

As indicative of the influence of the Renaissance in medicine 
it is to be noted that three at least of the founders possessed 
foreign medical degrees. John Chambre, a priest, was M.D. 
of Padua and Warden of Merton College, Oxford ; Thomas 
Linacre, who took orders late in life, was M.D. of Padua ; and 
Ferdinand de Victoria, who was also physician to Queen 
Katherine of Aragon, had probably a Spanish medical degree. 
Six of the eight Elects, if not all, were Doctors of Medicine of 
Oxford, so that this university had the major share in founding 
the College. Oxford in Tudor times had a prescribed medical 
course. The M.D. could not be got in less than fourteen 
years. The Statutes demanded the initial Arts course to the 
M.A. degree, then a faculty course of seven years. 

Several papers have been written by Dr. Goldwin Smith"* 
and others with the object of emphasizing the low standard 
of medical practice in these times. Dr. Edgar’ and Dr. 
Pomeranz'* have pointed out with apt quotations what a poor 
figure the physician cuts in the plays of Shakespeare and in 
those of other Tudor dramatists. But the doctor has always 
been the theme of satire on the stage, from the comedies of 
Plautus and Terence to The Doctor's Dilemma. It has also been 
remarked that the physicians of the Tudor Age made few con- 
tributions to the advancement of medical knowledge. Such a 
stricture is too severe, when the writings of John Caius on the 
Sweating Sickness and those of Sir John Elyot and Andrew 
Boorde are remembered. Queen Elizabeth termed Caius “ the 
most learned physician of his age “—an epithet which posterity 
has confirmed. Caius was a physician, an anatomist, a great 
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classical scholar, an antiquarian, and a naturalist. Then there 
were Edward Wotton (1492-1555), M.D. of Padua and Oxford. 
the first English physician to publish a systematic treatise on 
natural history ; and William Turner (d. 1568), M.A. Cambridge, 
and M.D. of Bologna or Ferrara and Dean of Wells, the first 
Englishman who studied plants scientifically. His Herbal 
marks him as the father of English botany. The Elects of the 
College of Physicians, Sir William Butts—who interceded with 
his royai patient, Henry VIII, both for Wolsey and for Cranmer 
—and others were regarded by their contemporaries as eminent 
physicians. In their busy professional lives they had little 
leisure for setting down the fruits of their experience, and what 
advances they made in the healing art went unrecorded. 

The dividing line between physician and surgeon was not 
clearly drawn under the Tudors. By the Physicians Act of 
1540 (32 Henry VIII) medicine was defined as comprehending 
surgery, and gave the physicians the right to practise surgery 
when and where they liked. Some of the surgeons practised 
physic, although this was forbidden by an Act of 1543 which 
stated: “No common surgeons may administer medicine out- 
ward . for although the most parte of the said craft of 
surgeons have small coonning, yet they woold take great soomes 
of money and doo little therefore ; and by reason thereof they 
doo oftentymes impaire and hurt theyre patients, rather than do 
them goode.” 

Caius, as we know, lectured on anatomy, and the Barber- 
Surgeons enlisted the services of good physicians to teach their 
members both anatomy and surgery. One of these was Richard 
Caldwell, M.D.Oxon, F.R.C.P., who with Lerd Lumley founded 
a surgery lecture, the Lumleian Lectures. The Barber-Surgeons’ 
Company, to whom this was first offered, failed to take 
advantage of it, and the lectureship then went to the Royal 
College of Physicians. 

Other physicians practised obstetrics as well as physic. 
George Owen (d. 1558), M.D.Oxon, physician to Henry VIII, 
Edward VI, and Mary, is said to have brought Edward VI into 
the world by performing Caesarean section on his mother. 
Owen was President of the College of Physicians in 1553 and 
1554, and was the author of a treatise entitled “ A Meet Diet 
for the New Ague set forth by Mr. Owen.” (Fol. Lond. 1558.) 

Under the influence of the Renaissance Thomas Linacre 
organized physicians into a fraternity, promoted their education 
on the lines of Greek thought, and established English medicine 
as a scholarly and learned profession. He received much help 
from his illustrious medical contemporaries and immediate 
successors. The value of this achievement must be measured 
by its after-fruits rather than by its immediate results in the 
advance of medical knowledge, though these were by no means 
inconsiderable. 

Revival of Surgery 

Many physicians, as we have noted, were still ecclesiastics. 
So at first had been many of the mediaeval surgeons, particularly 
among the Bened-ctines, unti] the practice of surgery by the 
clergy was forbidden by the Council of Tours in 1163. In 1279 
a College of Surgeons under the patronage of St. Cosmas and 
St. Damianus, known as the Collége de Saint-Céme, was founded 
by Pitard, who had accompanied St. Louis to Palestine as his 
surgeon. It attracted many pupils, and the corporations of 
surgeons in London and Edinburgh were modelled upon it. 

But mediaeval surgery was based largely upon tradition : 
surgical wr.tings were reproductions of the classical or Arabian 
authors ; and it was not until the Renaissance that surgeons 
dared to emplov independent observation and reflection. Sir 
Hugh Lett’’ in a previous lecture has shown how the study of 
anatomy was revived and freed from stereotyped beliefs by 
Andreas Vesalius (1514-64) of Padua, how anatomy was studied 
and encouraged at Barber-Surgeons’ Hall, and the contribution 
that Thomas Vicary made to this foundation of true surgery in 
his administration and teaching, and by his elementary textbook 
for apprentice-students entitled A Profitable Treatise of the 
Anatomie of Man's Body, which, unfortunately, was based upon 
the old treatises of Galen and others and did not include the 
new teaching of Vesalius. Vesal:us’s great work on anatomy 
was published at Basle in 1543, and as early as 1545 Thomas 
Gemipi brought out a translation of Vesalius’s Epitome entitled 
Compendiosa totius Anatomie delineatio with copperplate 
engravings copied from Van Calcar’s woodcuts. It was dedicated 


to Henry VIII. In 1553 Gemini published an English transla- 
tion of his Compendium made by Nicholas Udall, better known 
as the author of the first English comedy, Ralph Roister Doister. 
This manual was dedicated to Edward VI. The third edition, in 
1559, was dedicated to Queen Elizabeth. 

Thomas Vicary’s work in uniting the Corporation of Surgeons 
with the Barber-Surgeons and in promoting the teaching of 
anatomy and surgery led immediately to progress in British 
surgery. First, as students were well taught by experienced 
surgeons, operative surgery became much more dexterous and 
resourceful. This led on to further advances. In lithotomy, 
improvements were made in the use of the staff and other 
instruments. A ~ radical” cure of hernia superseded the appli- 
cation of the actual cautery, operation for stricture of the 
urethra was improved, plastic operations were done, and 
ophthalmic surgery was taken to some extent out of the hands 
of quacks. Trephining was largely practised, even for persistent 
migraine. Philip William, Prince of Orange, is said to have 
been trephined seventeen times. 

The Company of Barber-Surgeons undoubtedly raised the 
study and practice of surgery to a high level, organized pro- 
fessional teaching and standards, elevated the social status and 
general education of the surgeon, and opened a new era in 
observation and treatment of surgical maladies. Here the 
highest meed of praise is due to Thomas Vicary and his 
followers, Thomas Gale and William Clowes. 


Conclusion 


We have gone back together to the England of the sixteenth 
century and have tried to realize the times in which Thomas 
Vicary lived. We have seen his royal patients, bluff King Hal, 
the consumptive boy King Edward, the sallow-faced tragic 
Queen Mary, and the red-haired, beruffed, resplendent Queen 
Elizabeth, with “ the body of a weak, feeble woman ; bui having 
the heart and stomach of a king—and of a King of England, 
too.” We have met in Thomas Vicary’s company the men he 
knew and who influenced him—the scholarly Linacre, the 
learned Erasmus, Dean Colet, Sir Thomas More, the saint and 
martyr, Sir John Elyot, and facetious Andrew Boorde ; Sir 
Williams Butts and other Tudor physicians ; and the surgeons, 
Thomas Gale and William Clowes—all, like Vicary, inspired by 
the Renaissance and labouring together to improve education, 
medicine, surgery, and public health so as to leave their country 
a better place than they found it. 

At Vicary’s side. in imagination, we have trudged through the 
ill-paved streets under the overhanging gables of the houses. 
We have witnessed the ravages wrought by the plague and the 
“ sweating sickness.” We have gone into the country, visited 
the pleasant manor houses, strolled in the flower-gardens, and 
seen something of the rural sports, the feasting, the jousting, and 
the maskers and morris-dancers. We have marked the changes 
brought about by the dissolution of the monasteries, the struggle 
to maintain the hospitals of London and the Colleges of Oxford 
and Cambridge, and noted the poverty and destitution which 
existed side by side with profusion and extravagance in high 
places. We have passed from mediaeval times into the 
Elizabethan Age. As Froude said: “ Now it is all gone—like 
an unsubstantial pageant faded ; and between us and the old 
English there lies a gulf of mystery which the prose of the 
historian will never adequately bridge.” 

Thomas Vicary lived, like us, in a state of transition, a time 
of unrest and of social upheaval, when old men dreamed dreams 
and young men saw visions. It was, as I have endeavoured to 
show. in medicine, surgery, and public health, not a time of 
building but of laying foundations well and truly on which a 
future edifice was to arise ; not a time of harvest but a time in 
which the seeds of knowledge were sown. Linacre organized 
medicine and Vicary established surgery as learned professions. 
They thus opened the doors to the light of the Renaissance, 
brushed aside the cobwebs of the schoolmen, taught the value 
of independent thought, experiment, and observation, and 
rendered possible the epoch-making discovery of William 
Harvey, the investigations of John Hunter, and the triumphs of 
medical research which continue up to the present day. Equally, 
we have traced the beginnings of social medicine and public 
health in the enlightened writings of Sir Thomas More and his 


administration. 
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For all this we honour the Oxford humanists and Thomas 
Vicary to-day. Each in our own way, whether our gifts be great 
or small, must follow the high aims the Tudor pioneers set 
before us to maintain health, to prevent and cure disease, and to 


improve the lot of man. 
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OF HOMOLOGOUS SERUM 
JAUNDICE* 
BY 
F. LOUTIT, BM. 
AND 


kK. MAUNSELL, M.D. 


Homologous serum jaundice, which has been reviewed several 
times recently (Memorandum of Ministry of Health, 1943 ; 
leading article, B.M.J., 1944; leading article, B.M.J., 1945), is 
being recognized with increasing frequency. It occurs 40 to 
160 days after the introduction of foreign homologous serum 
into a recipient. This may be: 


PREVENTION 


Accidental—during routine venepuncture with syringe and needle 
tor blood samples for blood-sugar, B.S.R., cic., determinations o1 
routine intravenous injecuons (arsphenamine, pentothal, etc.)—cailed 
“ syringe jaundice.”’ Traces of foreign blood are considered to have 
been left in the syringe and, through failure to clean and sterilize 
the syringe, this foreign serum gains access io the subject’s circulation. 

Deliberate—serum or plasma transfusion, prophylactic injections 
of measles and mumps convalescent serum or normal adult serum, 
and yellow-fever vaccination in which human serum is the suspen- 
sion medium for the killed virus. 


The prevention of homelogous serum jaundice depends upon 


the circumstances of the introduction of the serum. In the 
“accidental” variety—syringe jaundice—adequate cleaning 


and sterilization of syringes and needles has been shown to 
reduce the incidence of post-arsphenamine jaundice practically 
to zero (Salaman et el., 1944). The recommendations of the 
M.R.C. Syringe Sterilization Committee should be adopted: 
sterilization of all-glass syringes by dry heat (160° C.) for a 
minimum of one hour is the method of choice. If unsterile 
syringes only are available, although it has been recommended 
that the syringe and needle be withdrawn before the tourniquet 
is released (Shackle, 1945) to avoid sucking back of blood from 
the syringe into the vein when the tourniquet is released 
(Mendelssohn and Witts, 194Sa), it is preferable by far that a 
needle only be used (Mendelssohn and Witts, 1945b ; Darmady 
and Hardwick, 1945). When the introduction of serum is 
deliberate, prevention of homologous serum jaundice is much 
more difficult. The yellow-fever-vaccine problem was solved 
only by giving up the use of serum as a suspension medium. 
No satisfactory recommendation for the avoidance of homo- 
logous serum jaundice due to transfusion or to measles and 
mumps prophylactic sera has yet been made. MacCallum and 
Bauer (1944) have noted that it had been their practice to 
obtain supplies of normal human serum for use in the pro- 


‘report the Medical Research Council from the S.W. 
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duction of yellow-fever vaccine from a panel of donors whose 
state of health could easily be followed. The sera were always 
kept for a month before use in order to see whether any of the 
donors was incubating an infectious disease. Using such 
sera (apparently unpooled) no case of jaundice caused by the 
vaccine was reported. It was therefore our intention when 
collecting sera for measles prophylaxis to follow the donors for 
two to four months before issuing the sera for clinical use ; 
but for transfusion purposes in the war emergency this was 
not possible. 

MacCailum and Bauer's good resulis may have been due not 
to apparently healthy donors but to using unpooled sera. 
Whereas homologous serum jaundice often follows transfusion 
of serum or plasma alone or serum or plasma + blood, 
appears to be uncommon after transfusion of whole blood 
alone, although cases have been reported (Beeson, 1943 ; Steiner, 
1944). “It is, however, more difficult to be certain of the 
diagnosis in such cases. Batches of plasma and serum can be 
incriminated because multiple cases occur after their use ; more 
or less homogeneous material has been given to many recipients. 
This does not obtain with whole-blood transfusion, which is a 
much more individual affair. Unless a single donor's blood 
on repeated occasions results in jaundice of the recipient, it is 
impossible categorically to aver that his blood carries a hepato- 
toxic agent; such a donor has not yet been reported” (B.M_J. 
leading article, 1944). 


Investigation into Use of Single Sera 


It was decided to investigate the results of introduction of 
single sera into a number of recipients and to compare the 
incidence of jaundice, if any, with that in a series of cases which 
had received only blood transfusion. 

Collection of Sera.—Blood was drawn from 99 separate 
donors, under sterile conditions. 76 (Group I) of these donors 
had had no previous known attacks of jaundice ;: 15 (Group II) 
had had jaundice, apparently infective hepatitis, from some 
months to many years previously ; 4 (Group III) had had homo- 
logous serum jaundice some months previously ; and 4 (Group 
IV) were donors who had contributed four bottles of blood 
which had been the only material used for transfusion to a 
man with haematemesis who six weeks later developed jaundice. 
The blood of subjects in Groups I, II, and HI (Table J) was 


ipients of Individual Sera 


Taste I.—Follow-up of Donors and Re 


Donors Recipients 
Com s 
No. No 
Tested Followed Jeundice | Nil Miscellanece 
1 76 462 444 0 433 | Bilious attack 8 


(No previc yus history Skin rashes 3 


of jaundice) 
Il 


1s 91 | $2 0 79 | Bilious attack 3 
(Previous history of | 
infective hepatitis) 
24 2 0 ‘ 
(Previous history of 
homologous serum 
jaundice) 
Vv 4 25 24 0 
ecial cases) 
Tota 99 602 $73 0 Bilious attack I] 
Skin rashes 3 


98 followed up months:—94 no compl 
1 skin rash; no jaundice 


sints; 3 bilious attacks; 
allowed to clot at 37°C. and the clot to retract. The serum 
was pipetted off with a sterile Pasteur pipette and stored frozen 
until used a few days to a week later. The blood of the sub- 
iects of Group IV was collected in Nov., 1943, clotted at room 
temperature, and the serum Seitz-filtered and stored frozen 
until used for the tests 18 months later. 

Method of Administration-—On the day of use the serum 
was thawed out. A syringe and needle, sterilized by dry heat 
at 160°C. for two hours, was charged with the serum, and 
injections of 0.1 c.cm. of the serum were made intradermally 
with this syringe and needle into a series of four to nine, 
usually six, recipients. 

Follow-up.—In the majority of cases the donors and recipients 
were followed up personally. At the end of 150 days each was 
asked by letter to answer whether he had had measles, scarlet 
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classical scholar, an antiquarian, and a naturalist. Then there 
were Edward Wotton (1492-1555), M.D. of Padua and Oxford, 
the first English physician to publish a systematic treatise on 
natural history ; and William Turner (d. 1568), M.A. Cambridge, 
and M.D. of Bologna or Ferrara and Dean of Wells, the first 
Englishman who studied plants scientifically. His Herbal 
marks him as the father of English botany. The Elects of the 
College of Physicians, Sir William Butts—who interceded with 
his royal patient, Henry VIII, both for Wolsey and for Cranmer 
——and others were regarded by their contemporaries as eminent 
physicians. In their busy professional lives they had little 
leisure for setting down the fruits of their experience, and what 
advances they made in the healing art went unrecorded. 

The dividing line between physician and surgeon was not 
clearly drawn under the Tudors. By the Physicians Act of 
1540 (32 Henry VIII) medicine was defined as comprehending 
surgery, and gave the physicians the right to practise surgery 
when and where they liked. Some of the surgeons practised 
physic, although this was forbidden by an Act of 1543 which 
stated: “No common surgeons may administer medicine out- 
ward . for although the most parte of the said craft of 
surgeons have small coonning, yet they woold take great soomes 
of money and doo little therefore ; and by reason thereof they 
doo oftentymes impaire and hurt theyre patients, rather than do 
them goode.” 

Caius, as we know, lectured on anatomy, and the Barber- 
Surgeons enlisted the services of good physicians to teach their 
members both anatomy and surgery. One of these was Richard 
Caldwell, M.D.Oxon, F.R.C.P., who with Lerd Lumley founded 
a surgery lecture, the Lumleian Lectures. The Barber-Surgeons’ 
Company, to whom this was first offered, failed to take 
advantage of it, and the lectureship then went to the Royal 
College of Physicians. 

Other physicians practised obstetrics as well as physic. 
George Owen (d. 1558), M.D.Oxon, physician to Henry VIII, 
Edward VI, and Mary, is said to have brought Edward VI into 
the world by performing Caesarean section on his mother. 
Owen was President of the College of Physicians in 1553 and 
1554, and was the author of a treatise entitled “ A Meet Diet 
for the New Ague set forth by Mr. Owen.” (Fol. Lond. 1558.) 

Under the influence of the Renaissance Thomas Linacre 
organized physicians into a fraternity, promoted their education 
on the lines of Greek thought, and established English medicine 
as a scholarly and learned profession. He received much help 
from his illustrious medical contemporaries and immediate 
successors. The value of this achievement must be measured 
by its after-fruits rather than by its immediate results in the 
advance of medical knowledge, though these were by no means 
inconsiderable. 

Revival of Surgery 

Many physicians, as we ‘have noted, were still ecclesiastics. 
So at first had been many of the mediaeval surgeons, particularly 
among the Bened-ctines, unti] the practice of surgery by the 
clergy was forbidden by the Council of Tours in 1163. In 1279 
a College of Surgeons under the patronage of St. Cosmas and 
St. Damianus, known as the Collége de Saint-Céme, was founded 
by Pitard, who had accompanied St. Louis to Palestine as his 
surgeon. It attracted many pupils, and the corporations of 
surgeons in London and Edinburgh were modelled upon it. 

But mediaeval surgery was based largely upon tradition : 
surgical wr.tings were reproductions of the classical or Arabian 
authors ; and it was not until the Renaissance that surgeons 
dared to emplov independent observation and reflection. Sir 
Hugh Lett’’ in a previous lecture has shown how the study of 
anatomy was revived and freed from stereotyped beliefs by 
Andreas Vesalius (1514-64) of Padua, how anatomy was studied 
and encouraged at Barber-Surgeons’ Hall, and the contribution 
that Thomas Vicary made to this foundation of true surgery in 
his administration and teaching, and by his elementary textbook 
for apprentice-students entitled A Profitable Treatise of the 
Anatomie of Man's Body, which, unfortunately, was based upon 
the old treatises of Galen and others and did not include the 
new teaching of Vesalius. Vesalius’s great work on anatomy 
was published at Basle in 1543, and as early as 1545 Thomas 
Gemipi brought out a translation of Vesalius’s Epitome entitled 
Compendiosa totius Anatomie delineatio with copperplate 
engravings copied from Van Calcar’s woodcuts. It was dedicated 


to Henry VIII. In 1553 Gemini published an English transla- 
tion of his Compendium made by Nicholas Udall, better known 
as the author of the first English comedy, Ralph Roister Doister. 
This manual was dedicated to Edward VI. The third edition, in 
1559, was dedicated to Queen Elizabeth. 

Thomas Vicary’s work in uniting the Corporation of Surgeons 
with the Barber-Surgeons and in promoting the teaching of 
anatomy and surgery led immediately to progress in British 
surgery. First, as students were well taught by experienced 
surgeons, operative surgery became much more dexterous and 
resourceful. This led on to further advances. In lithotomy, 
improvements were made in the use of the staff and other 
instruments. A “ radical” cure of hernia superseded the appli- 
cation of the actual cautery, operation for stricture of the 
urethra was improved, plastic operations were done, and 
ophthalmic surgery was taken to some extent out of the hands 
of quacks. Trephining was largely practised, even for persistent 
migraine. Philip William, Prince of Orange. is said to have 
been trephined seventeen times. 

The Company of Barber-Surgeons undoubtedly raised the 
study and practice of surgery to a high level, organized pro- 
fessional teaching and standards, elevated the social status and 
general education of the surgeon, and opened a new era in 
observation and treatment of surgical maladies. Here the 
highest meed of praise is due to Thomas Vicary and his 
followers, Thomas Gale and William Clowes. 


Conclusion 


We have gone back together to the England of the sixteenth 
century and have tried to realize the times in which Thomas 
Vicary lived. We have seen his royal patients, bluff King Hal, 
the consumptive boy King Edward, the sallow-faced tragic 
Queen Mary, and the red-haired, beruffed, resplendent Queen 
Elizabeth, with “ the body of a weak, feeble woman ; bui having 
the heart and stomach of a king—and of a King of England, 
too.” We have met in Thomas Vicary’s company the men he 
knew and who influenced him—the scholarly Linacre, the 
learned Erasmus, Dean Colet, Sir Thomas More, the saint and 
martyr, Sir John Elyot, and facetious Andrew Boorde ; Sir 
Williams Butts and other Tudor physicians ; and the surgeons, 
Thomas Gale and William Clowes—all, like Vicary, inspired by 
the Renaissance and labouring together to improve education, 
medicine, surgery, and public health so as to leave their country 
a better place than they found it. 

At Vicary’s side, in imagination, we have trudged through the 
ill-paved streets under the overhanging gables of the houses. 
We have witnessed the ravages wrought by the plague and the 
“ sweating sickness.” We have gone into the country, visited 
the pleasant manor houses, strolled in the flower-gardens, and 
seen something of the rural sports, the feasting, the jousting, and 
the maskers and morris-dancers. We have marked the changes 
brought about by the dissolution of the monasteries, the struggle 
to maintain the hospitals of London and the Colleges of Oxford 
and Cambridge, and noted the poverty and destitution which 
existed side by side with profusion and extravagance in high 
places. We have passed from mediaeval times into the 
Elizabethan Age. As Froude said: “ Now it is all gone—like 
an unsubstantial pageant faded ; and between us and the old 
English there lies a gulf of mystery which the prose of the 
historian will never adequately bridge.” 

Thomas Vicary lived, like us, in a state of transition, a time 
of unrest and of social upheaval, when old men dreamed dreams 
and young men saw visions. It was, as I have endeavoured to 
show. in medicine, surgery, and public health, not a time of 
building but of laying foundations well and truly on which a 
future edifice was to arise ; not a time of harvest but a time in 
which the seeds of knowledge were sown. Linacre organized 
medicine and Vicary established surgery as learned professions. 
They thus opened the doors to the light of the Renaissance, 
brushed aside the cobwebs of the schoolmen, taught the value 
of independent thought, experiment, and observation, and 
rendered possible the epoch-making discovery of William 
Harvey, the investigations of John Hunter, and the triumphs of 
medical research which continue up to the present day. Equally, 
we have traced the beginnings of social medicine and public 
health in the enlightened writings of Sir Thomas More and his 


administration. 
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For all this we honour the Oxford humanists and Thomas 
Vicary to-day. Each in our own way, whether our gifts be great 
or small, must follow the high aims the Tudor pioneers set 
before us to maintain health, to prevent and cure disease, and to 


improve the lot of man. 
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OF HOMOLOGOUS SERUM 
JAUNDICE* 
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LOUTIT, B.M. 


AND 


K. MAUNSELL, M.D. 


Homologous serum jaundice, which has been reviewed several 
umes recently (Memorandum of Ministry of Health, 1943 ; 
leading article, B.M.J., 1944; leading article, B.M.J., 1945), is 
being recognized with increasing frequency. It occurs 40 to 
160 days after the introduction of foreign homologous serum 
into a recipient. This may be: 

Accidental-—during routine venepuncture with syringe and needle 
for blood samples for blood-sugar, B.S.R., cic., determinations or 
routine intravenous injecuons (arsphenamine, pentothal, etc.)—cailed 
“ syringe jaundice.’ Traces of foreign blood are considered to have 
been left in the syringe and, through failure to clean and sterilize 
the syringe, this foreign serum gains access to the subject’s circulation. 

Deliberate—serum or plasma transfusion, prophylactic injections 
of measles and mumps convalescent serum or normal adult serum, 
and yellow-fever vaccination in which human serum is the suspen- 
sion medium for the killed virus. 


PREVENTION 


The prevention of homologous serum jaundice depends upon 


the circumstances of the introduction of the serum. In the 
“accidental” variety—syringe jaundice—adequate cleaning 


and sterilization of syringes and needles has been shown to 
reduce the incidence of post-arsphenamine jaundice practically 
to zero (Salaman et el., 1944). The recommendations of the 
M.R.C. Syringe Sterilization Committee should be adopted: 
sterilization of all-glass syringes by dry heat (160° C.) for a 
minimum of one hour is the method of choice. If unsterile 
syringes only are available, although it has been recommended 
that the syringe and needle be withdrawn before the tourniquet 
is released (Shackle, 1945) to avoid sucking back of blood from 
the syringe into the vein when the tourniquet is released 
(Mendelssohn and Witts, 194Sa), it is preferable by far that a 
needle only be used (Mendelssohn and Witts, 1945b ; Darmady 
and Hardwick, 1945). When the introduction of serum is 
deliberate, prevention of homologous serum jaundice is much 
more difficult. The yellow-fever-vaccine problem was solved 
only by giving up the use of serum as a suspension medium. 
No satisfactory recommendation for the avoidance of homo- 
logous serum jaundice due to transfusion or to measles and 
mumps prophylactic sera has yet been made. MacCallum and 
Bauer (1944) have noted that it had been their practice to 
obtain supplies of normal human serum for use in the pro- 
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duction of siltiaadiiiaiae vaccine from a panel of donors whose 
state of health could easily be followed. The sera were always 
kept for a month before use in order to see whether any of the 
donors was incubating an infectious disease. Using such 
sera (apparently unpooled) no case of jaundice caused vf th 
vaccine was reported. It was therefore our intention hed 
collecting sera for measles prophylaxis to follow the donofs for 
two to four months before issuing the sera for clinical: use | 
but for transfusion purposes in the war emergency this was 
not possible. 

MacCallum and Bauer's good results may have been due not 
to apparently healthy donors but to using unpooled sera. 
Whereas homologous serum jaundice often follows transfusion} 
of serum or plasma alone or serum or plasma + blood, it* 
appears to be uncommon after transfusion of whole blood 
alone, although cases have been reported (Beeson, 1943 ; Steiner, 
1944). “It is, however, more difficult to be certain of the 
diagnosis in such cases. Batches of plasma and serum can be 
incriminated because multiple cases occur after their use ; more 
or less homogeneous material has been given to many recipients. 
This does not obtain with whole-blood transfusion, which is a 
much more individual affair. Unless a single donor's blood 
on repeated occasions results in jaundice of the recipient, it is 
impossible categorically to aver that his blood carries a hepato- 
toxic agent; such a donor has not yet been reported" (B.M_J. 
leading article, 1944). 


Investigation into Use of Single Sera 


It was decided to investigate the results of introduction of 
single sera into a number of recipients and to compare the 
incidence of jaundice, if any, with that in a series of cases which 
had received only blood transfusion. 

Collection of Sera.—Blood was drawn from 99 separate 
donors, under sterile conditions. 76 (Group I) of these donors 
had had no previous known attacks of jaundice ; 15 (Group HI) 
had had jaundice, apparently infective hepatitis, from some 
months to many years previously ; 4 (Group III) had had homo- 
logous serum jaundice some months previously ; and 4 (Group 
IV) were donors who had contributed four bottles of blood 
which had been the only material used for transfusion to a 
man with haematemesis who six weeks later developed jaundice. 
The blood of subjects in Groups I, II, and III (Table J) was 


Tas_e I.—Follow-up of Donors and Re ipients of Individual Sera 
Dorors Recipients 
Complaints 
Jaundice | Nil Miscellaneous 
1 76 462 444 0 433 | Bilious attack 8 
(No previous history Skin rashes 3 
of jaundice) | 
Il is 91 $2 0 79 | Bilious attack 3 
(Previous history of 
infective hepatitis) | 
Hi 24 23 0 2 0 
(Previous history of 
homologous serum 
jaundice) 
! 2s 24 0 24 
(Special cases) 
Total ; 99 602 $73 0 $59 Bilious attack 11 
Skin rashes 3 
98 donors followed up 4 months:—94 no complaints; 3 bilious attacks; 


1 skin rash; no jaundice. 


allowed to clot at 37°C. and the clot to retract. The serum 
was pipetted off with a sterile Pasteur pipette and stored frozen 
until used a few days to a week later. The blood of the sub- 
jects of Group IV was collected in Nov., 1943, clotted at room 
temperature, and the serum Seitz-filtered and stored frozen 
until used for the tests 18 months later. 

Method of Administration—On the day of use the serum 
was thawed out. A syringe and needle, sterilized by dry heat 
at 160°C. for two hours, was charged with the serum, and 
injections of 0.1 c.cm. of the serum were made intradermally 
with this syringe and needle into a series of four to nine, 
usually six, recipients. 

Follow-up.—In the majority of cases the donors and recipients 
were followed up personally. At the end of 150 days each was 
asked by letter to answer whether he had had measles, scarlet 
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fever, diphtheria, jaundice, typhoid, or mumps in the past or 
recently, and also whether in the previous six months he had 
had bilious attacks, and if so when. The results of the follow- 
up are shown in Table I. 

No jaundice occurred in any of the recipients or any of the 
donors during the period of follow-up. Eleven bilious attacks 
and 3 skin rashes were reported among the 573 recipients who 
answered the questionary, and 3 bilious attacks and | skin rash 
among 98 donors. Bilious attacks and skin rashes are very non- 
specific terms, and were included in the questionary only 
because they so often figure as complaints by people in the pro- 
dromal stages of hepatitis. It is probable that both the skin 
rashes and the bilious attacks were in this instance non-specific, 
because there was no appreciable difference in the incidence of 
such complaints in the recipients who might be considered 
exposed to the risk of homoiogous serum jaundice and the 
donors who were not, and because each of the 14 recipients 
who reported these symptoms had received different sera ; 
thus, of the four to nine recipients of each serum, in no case 
did more than one complain of sympioms. It is notable also 
that the 105 recipients of serum from previously jaundiced 
cases, whether infective hepatitis or homologous serum jaundice, 
did not develop these non-specific symptoms more frequently 
than those who had received serum from donors who had not 
previously had jaundice. 

Foliow-up of Blood Transfusion Cases.—During the last five 
years subjects who have received whole blood or concentrated 
red cell suspension have been followed up carefully, at intervals 
of a few days to a few weeks up to two months or more by 
Dr. P. L. Mollison and ourselves. The object of this follow-up 
was to determine not the incidence of delayed post-transfusion 
jaundice but the survival of the blood transfused. Nevertheless 
it is probable that frank cases of jaundice would have been 
noted or learnt of during the periodical visits. In this way 213 
cases were followed up. In Table II the cases and the period 


Follow- -up of Selected c cases Re Rec eiving Blood T ransfusion 


I. 


Follow-up (days) No. in Group 


Jaundice or Hepatitis 


96 


60 to 69 

2% 0 

sO 7 0 

90 29 1* 

100 ., 109 7 0 

120 ., 129 12 

130 ., 139 14 0 

i40 149 6 0 

13 it 


+ Diagnosed as ? hepatitis sine ictero- 


* Diagnosed as infective hepatitis. 


(See text.) 

of follow-up are charted. In this series there was one frank 
case of jaundice ; but this patient had all the stigmata of infec- 
tive hepatitis. She was a girl of 16 who had been transfused for 
anaemia following appendicectomy. She developed jaundice 
within a day or two of her sister, nine weeks after leaving hos- 
pital and 13 weeks after transfusion. Three other siblings had 
had jaundice three weeks previously, and infective hepatitis had 
been rife at the school where one of the siblings attended. 
Another patient developed severe malaise and anorexia eight 
weeks after transfusion. She had been transfused with the blood 
of a man recently recovered from infective mononucleosis. She 
had no definite physical signs, but a blood count showed a slight 
lymphocytosis with the presence of a few primitive lymphoid 
cells. The Paul-Bunnell test was negative. This may have been 
a case of hepatitis without icterus. 

In addition to the previous follow-up, since 1942 we have been 
looking for cases of hepatitis following transfusion of whole 
blood alone. Only two suggestive cases have been found. One 
was the case quoted above—that of a man of 49 with haemat- 
emesis Who was transfused on July 30 and Aug. 1, 1943, on 
each occasion with blood from two donors. On Oct. 14—45 
days after the last transfusion—he developed prodromal symp- 
toms of hepatitis ; jaundice followed two days later. He knew 
of no contact with other cases of jaundice. The 4 donors 
(Group IV, Table I) who contributed the blood for his trans- 
fusions were interviewed. None of them had ever had jaundice 
or had recently been in contact with cases of jaundice. The 
other case was also that of a man with haematemesis, who in 
the conrse of two weeks received blood from 52 donors, all of 


whom could not be traced. He developed a mild jaundice eight 
weeks after the last transfusion. 


Discussion 

The follow-up of the cases transfused with blood alone was 
too short to pick up all potential cases of homologous serum 
jaundice. It confirms, however, the impression that this jaun- 
dice occurs only rarely after transfusion with whole blood. 
This is probably due to the fact that cases receiving transfusions 
of blood alone get homologous material from a few donors 
only, though it is now becoming more common for massive 
transfusions involving many donors to be given; this is 
exemplified in the above patient who had blood from 52 donors. 

The present experiments with 99 individual sera suggest that 
these sera are as safe as individual bloods. The dose given- 
0.1 c.cm.—was small, but, with known icterogenic sera, doses 
of this order are no less icterogenic than doses of hundreds of 
c.cm. (MacCallum and Bauer, 1944: Bradley, Loutit, and 
Maunsell, 1944). 

These results are in striking contrast with those of Janet 
Vaughan (personal communication, 1945) and others, which 
suggest that homologous serum jaundice following transfusion 
of pooled blood plasma or serum, with or without whole blood, 
occurs in about 10°, of cases. The pooled plasma and serum 
used in these transfusions were prepared by mixing material 
from several hundreds of donors, Seitz-filtering the mixture, 
and, in the case of many of the icterogenic batches reported, 
drying in vacuo. It has been postulated that the icterogenic 
agent is a virus. If this be so, it could certainly pass the Seitz 
filler and presumably survive the drying process ; it may even 
be stabilized thereby. If it be a virus, it is unlikely that it 
would be inactive in preserved whole blood. Therefore, if it 
be present in whole blood and yet blood transfusions rarely 
cause homologous serum jaundice, it can be present only in 
very occasional bloods. In such an instance the pooling of 
many plasmas and sera to make therapeutic or prophylactic 
sera is ill advised, as one icterogenic plasma or serum may 
contaminate the whole pool. It has even been suggested 
(Andrewes, 1944) that dilution of a virus may increase its 
virulence. 

It can be recommended, therefore, that sera for prophylactic 
use should be individual sera. For transfusion therapy it is not 
practicable to obtain more than 200 to 300 c.cm. of plasma or 
serum from any one donor. This amount is inadequate as a 
therapeutic unit, and has the disadvantage in the case of single 
donors of having unwanted iso-agglutinins. Serum and 
plasma for transfusion purposes should in our opinion be 
obtained from two or three or at most ten donors, so selected 
that the iso-agglutinins are neutralized by the corresponding 
iso-agglutinogens present in plasma, by corresponding red cells, 
or perhaps by the purified * group-specific substances.” 


Summary 

Each of 99 individual sera was injected into an average of 6 normal 
recipients. No case of homologous serum jaundice was detected 
within 150 days. 

No case of frank homologous serum jaundice occurred in a 
selected series of 213 blood transfusions. Two possible cases of 
homologous serum jaundice, following blood transfusion alone, are 
recorded. 

It is recommended that for therapeutic and prophylactic sera the 
serum used should be from a single individual or, at the most, from 
a few persons only. 

We are grateful to Dr. P. L. Moliison for allowing us to use many 
of his follow-up records, and to physicians and surgeons of St. 
Helier Hospital, Carshalton, for notifying us of cases of homologous 


serum jaundice. 
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EAR DISEASE IN CHILDREN* 


BY 
D. RITCHIE PATERSON, F.R.CS.Ed., D.L.O. 


Ear disease with consequent deafness is so prevalent that it is 
a subject of great moment, whether-considered from the stand- 
point of the medical affection or from that of economic loss to 
the community. Ear disease iS no longer regarded with indiffer- 
ence, and the importance of conserving the hearing sense is 
generally recognized. 

It is my belief that there are few more urgent problems than 
this in public health. In no other department of medicine is 
the effect of bad hygienic environment so evident. When good 
housing conditions give general sanitary science a fighting 
chance a reduction may be expected in upper respiratory and 
alimentary disease, of which middle-ear infection is such a 
serious complication. Meantime much of our treatment must 
be of a surgical nature, requiring not only knowledge of general 
surgical principles but an ever-present consciousness of the 
importance of the hearing sense. A _ prolonged period of 
emotional disturbance, and a life fraught with daily frustrations 
which only a most robust mentality can surmount, are the por- 
tion of a deafened individual. I feel that in many cases prompt 
attention to inflammation in the middle ear in its early stages 
would save the hearing, and in some few cases the life of the 
patient. We are constantly seeing patients with old-standing 
chronic suppuration in the middle ear who are irrevocably 
maimed by deafness. These cases are still too numerous among 
our school-children, and I would plead for more frequent 
resort to operative treatment in chronic ear suppuration in 
order to preserve the most important way into their minds— 
namely, the hearing sense. We have also seen those terrible 
catastrophes which follow intracranial complications of otitic 
origin. 

Speech and hearing are indissolubly linked together. The 
“ oo-eh ” sound expressive of discomfort does not long remain 
alone, and within the first few weeks of life a number of 
different sounds expressive of comfort or discomfort can 
be noted. Babbling appearing within the first three months is 
characterized by perseveration—for example, “ ba, ba, ba “— 
and the infant derives great satisfaction from this preliminary 
to speech. Possibly he senses, by feeling as well as by hearing, 
this new-found control over his vocal organs, for congenitally 
deaf children may babble just like those with normal hearing. 
During the second six months of life imitation becomes 
noticeable ; but the child does not learn speech like a parrot, 
and the babble-word becomes speech when he subjectively 
connects some meaning with the word—for example, says 
* Mama.” 

About the beginning of the second year the one-word sentence 
appears. He offers the paper and says “ Dada,” or points to 
his mother’s shoes and says “ Mama.” About the middle of 
the second year he suddenly realizes the meaning and purpose 
of speech, and that everything has a name; for example, he 
points to objects and says, “That! That!” As he learns 
inflexions he says, “ That? That? ” 

Altogether this is a period of great mental development. | 
do not wish to go into this subject further than to emphasize 
that in the speech and language development of the normal 
child the essential processes are first hearing, then learning to 
imitate and to understand, the spoken word—accurate hearing 
of the whole of the words being an indispensable requirement. 
Just as the child in learning to read must scrutinize each 
letter carefully, so, to speak, he must hear every one of the 
complex tones which make up the pattern of speech. In the 
absence of hearing the understanding of words, speech, reading. 
or writing cannot develop naturally, and other ways in, through 
the eye and through touch, have to be found. Even acquired 
deafness, if severe and occurring before the fifth year, almost 
always destroys speech. Deafness occurring later produces a 
partial atrophy of speech, and even in adults the voice becomes 
monotonous and pronunciation imperfect. Auditory acuity 
and auditory memory are often found to be subnormal in 
children who show reading or writing disability. 


* An adaptation of an address read before a medical society. 
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Let us consider for a moment what bearing the anatomy of 
parts has upon disease of the middle-ear cleft. 


Anatomy 

By the ear, in a surgical sense, we mean not only the outer ear, 
or auricle and meatus, but also the middle-ear cleft, which 
extends from the Eustachian tube opening, behind the nose, 
by way of the Eustachian tube to the middle ear proper, thence 
by the aditus to the mastoid antrum and surrounding cells, 
It will be remembered that the temporal bone is developed from 
three parts: (1) the squamozygomatic, (2) the petromastoid, and 
(3) the tympanic ring. 

The petromastoid is the portion which carries those parts 
essential to the auditory and vestibular mechanisms, and in 
addition it carries the bony parts of the Eustachian tube, the 
inner wall, and most of the roof and floor of the tympanic 
cavity, and also the mastoid antrum and its cells. It is impor- 
tant to realize that the roof of the tympanic cavity and mastoid 
antrum is also the base of the skull, and that in this situation a 
very thin plate of bone separates those parts from the meninges. 
The only portions of this, the middle-ear cleft, which are not 
formed from the petromastoid bone are a small! part of the roof 
of the tympanic cavity, formed from the squamozygomatic bone, 
and the outer wall of the tympanic cavity, formed from the tym- 
panic ring with its drum membrane. The drum membrane, 
therefore, is the only non-rigid wall of the middle-ear cleft, 
but it is of practical importance to remember that in the infant 
the tympanic membrane is relatively thicker than in the adult. 

From these developmental facts it follows that there are two 
situations where different components meet—namely: (1) in 
the outer wall of the roof of the meatus—the squamopetrous 
suture ; and (2) a vertical suture behind the tympanic ring— 
the squamomastoid suture. These sutures are important from 
a surgical point of view, since, until their closure one or two 
years after birth, cartilage remains in the neighbourhood, and, 
further, venous channels which persist throughout life traverse 
these routes. 

The middle-ear cleft of the infant bears certain features which 
Suggest its early predisposition to disease. First, it is lined by 
an outgrowth of the hypoblast of the upper air-passages, similar 
to the lining of the pharynx. It is this continuity of surface 
which is mainly responsible for the frequent development of 
middle-ear inflammation as a sequence of disease in the pharynx. 
Secondly, infection can pass from the pharynx, along the 
middle-ear cleft. more readily in infancy. The Eustachian tube 
in the child is much shorter than in the adult, and, further, the 
calibre of the tympanic end of the bony tube is as large as in 
the adult ; hence in the child the whole canal is much shorter 
in relation to its width. The two portions—membranous and 
bony—are more nearly in the same straight line than in the 
adult ; therefore the canal has no bend on it at the isthmus as 
in later life. Another point to notice is that the tube is almost 
horizontal in direction, so that while in the adult the pharyngeal 
orifice is on a lower level than the middle ear, in the child it 
is almost on the same plane as the latter structure. 

It will thus be understood that extraneous material can find 
its way easily into the tympanic cavity of the child. On the 
other hand it is highly probable that the complicated mechanism 
formed by the chain of ossicles and folds of muco-periosteum 
over these little bones will prevent easy egress for extraneous 
materials, and, moreover, any blockage to the normal exit of 
the mucous secretion of the cavity will be followed by putre- 
factive changes in the retained secretion. This may be of little 
account in children fed at the mother’s breast, but may be of 
considerable importance where heterogeneous materials are 
fed to the infant, and also where sterilization of that material 
is imperfect. 

It should be noted that lymphoid tissue is found in abundance 
in relation to the tympanic exit (Eustachian tube), and, as in 
the case of lymphoid tissue in other parts of the body, this 
tissue predisposes to infection in the neighbourhood. It is 
universally recognized that infected adenoids are the most fre- 
quent cause of suppuration in the middle ear, especially in 
children. 

Pathology and Aetiology 

In infants infection of the middle ear is nearly always from 

the nasopharynx, either by direct extension or possibly by 
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direct droplet infection along the Eustachian tube. According 
to the experience of the majority of otologists blood infection 
is very rare, but it is by no means impossible ; and it is more 
likely to occur in the young subject and in relation to those 
parts where cartilage is still present. Primary infection by 
micro-organisms from the external meatus is also uncommon, 
and would occur only through rupture of the drumhead from 
fracture accompanying injury to the skull or entry of a 
foreign body. 

Since infection has its beginning in the nasopharynx, ear 
disease is commonest in those with poor anatomical types of 
pharynx ; further, it is found that the micro-organisms respon- 
sible for the inflammatory exudate found in the middle ear are 
those types occurring in the pharynx—namely, Streptococcus 
mucosus, pneumococcus, other types of streptococcus, staphylo- 
coccus, tubercle bacillus, etc. 

It has been seen that the presence of adenoid growth im the 
nasopharynx is of primary importance in disease of the middle 
ear. Even although adenoid tissue is not grossly infected, it 
may give rise to various pathological changes in the middle ear. 

1. The Eustachian orifices may be blocked and the aeration 
of the middle ears prevented, so that the air in the tympanic 

cavities becomes absorbed and the tympanic membranes, 
lacking the equalizing-pressure effect of the column of air from 
the Eustachian tubes, are pushed inwards (producing the con- 
dition known as indrawn tympanic membranes). This in turn 
may give rise to the formation of adhesions, the improper 
functioning of the parts, and hardness of hearing. 

2. Blockage of the normal exit, resulting in imperfect drain- 
age of the mucus from the middle-ear cleft, may cause the 
tympanic cavity to be filled with more or less sticky fluid, and 
this may give rise to an even more pronounced deafness. 

3. It should be noted that a similar condition to the last- 
mentioned would occur from the outpouring of an extra 
quantity of mucus, the result of a comparatively mild infection 
from the nasopharynx. 

4. Tuberculous Infection of the Middle Ear.—This condition 
may arise by direct spread of the infection along the lymphatic 
arrangement in relation to the Eustachian tube or by droplet 
infection. It is just possible that it may also occur at the 
junction of cartilage and bone, in certain situations in the 
middle ear. The little yellow tubercles may be found studded 
over the muco-periosteum of the middle ear, and on breaking 
down may give rise to multiple perforations of the tympanic 
membranes. Remembering the points which I have brought 
forward concerning the anatomy of the Eustachian tube in the 
infant, it will be realized that use of tubercle-free milk marks 
an advance in the treatment of ear disease. When infection 
does occur the enlargement of the posterior chain of the lym- 
phatic glands in the adenoid infection, or the anterior chain in 
the neck in tonsillar tuberculosis, usually directs attention to 
the pharynx, with the eradication of the primary focus before 
the middle ear is affected. 

5. Acute Suppurative Otitis Media. —This is one of the com- 
monest aural conditions that not only the otologist but the 
general practitioner is called upon to diagnose and treat. It 
arises in very many cases from an acute infection in the throat. 
and while it is usually seen during the course of the exanthemata 
‘especially in measles and scarlet fever) it is hardly less common 
during influenza, acute coryza, and certain epidemics of gastro- 
enteritis. There is the invasion of the middle ear by virulent 
micro-organisms—e.g., Str. mucosus or Sir. pyogenes—with 
destruction of the mucosa and the formation of pus. In the 
early stages petechia!l haemorrhages may be seen in the mucosa, 
and the exudate is sero-haemorrhagic but rapidly becomes 
purulent. In some influenzal cases, however, it is frankly 
haemorrhagic. The tympanic membrane, the only membranous 
wall to the cavity, ruptures early in the course of the disease if 
the virulence of the infection is great and if the drainage is 
interfered with by swelling of the mucosa. The mastoid antrum 
and cells may become infected and, an acute mastoiditis result- 
ing, at any moment the disease may spread to neighbouring vital 

, organs, with far-reaching consequences and disastrous results. 

The course of suppurative otitis media is subject to much 

variation. and fortunately, like inflammation elsewhere, resolu- 


tion mav occur. It mav run a fairly acute course for a few 


days and rapidly clear up, drainage taking place through the 
Eustachian tube. Again, rupture of the tympanic membrane 
may result in such good drainage of the middle ear that rapid 
recovery and healing of the tympanic membrane follow. On 
the other hand, the acute phase may pass into a chronic con- 
dition. The perforation does not heal up, and secretion from 
the chronically inflamed lining membrane escapes through it. 
Or the secretion may become inspissated, obstruct drainage, 
and thus lead to the condition flaring up as before. This is 
especially true of Str. mucosus Otitis media—possibly the most 
insidious of all infections of the, middle ear. 

In chronic inflammatory conditions of the middle ear, 
especially in children, there is a tendency to the formation of 
granulomatous masses, of polypi, or, later, of cholesteatoma- 
tous material. So long as the inflammation, acute or chronic, 
persisis, complications may arise. These are (1) acute mastoid- 
itis, (2) extradural abscess, (3) sinus phlebitis, (4) leptomeningitis, 
(5) cerebellar and cerebral abscess. These complications depend 
upon the direction in which the infection spreads from the 
middle ear. From the mastoid antrum, the posterior end of the 
middle-ear cleft, the inflammation may spread outwards, up- 
wards, or backwards. If outwards, a periostitis is set up and a 
mastoid abscess may present itself. This occurs most often in 
children. This abscess may remain in the locality of the mastoid 
or, passing downwards, may appear under the deep fascia 
below the mastoid process. If the spread is upwards from the 
antrum or middle ear, necrosis of the thin bony roof occurs, 
or the process may result in thrombosis of the osseous veins. 
In either case extradural abscess, leptomeningitis, or cerebral 
abscess may result. If the direction of spread is backwards an 
abscess may form round the wall of the lateral blood sinus. 
the wall itself may become inflamed, septic thrombosis may 
occur within the lumen, the leptomeninges of the posterior 
fossa may be infected, or, lastly, a cerebellar abscess may form. 
Should the infection spread inwards the labyrinth is involved 
and the delicate mechanisms—cochlear and vestibular—are 
destroyed. The infection passes readily from here along the 
internal auditory meatus to the cranial cavity, giving rise to a 
generalized purulent leptomeningitis. 


Symptoms and Signs 

A careful assessment of the patient’s general condition is 
just as important here as in other specialties. The history- 
taking and as much of the examination as possible should be 
conducted in daylight. Time is not then likely to be lost in 
the treatment of certain occasionally concurrent manifestations 
of disease—icterus, for example. There are complications of 
cardiac, renal, and blood systems which are called more readily 
to the surgeon’s mind when the preliminary examination takes 
place in good daylight. 

To the infant “all that is painful is evil, while all that is 
pleasant is good.” Crying is practically the only means by 
which the infant can indicate discomfort or pain. The history 
will be obtained from the mother or nurse, and the onset of the 
disease is arrived at by questioning back day by day up to the 
time when the child was well. Disturbed sleep or irritability 
of temper has usually been noticed by the mother. If at all 
possible, the examination should be carried out while the child 
is asleep in his mother’s arms, so that if he should awake he will 
not be alarmed. In the infant. therefore, it is best to complete 
the examination of the ears before that of the nose and throat. 
A view of the tympanic membranes is not difficult to obtain 
when an electric otoscope is used, and this instrument is to be 
recommended, especially for children. Gentle pressure on the 
chin is sufficient to cause wide opening of the mouth, thus 
allowing of a thorough examination of the mouth and fauces ° 
further, it is quite easy to inspect the anterior nares. 

Frequently symptoms ascribed to the teething period ar 
found to be due to unrecognized inflammation in the middle. 


ear cleft. The association of the eruption of teeth with middle 
ear disease is well recognized by many of the laity. Not lon 
ago an anxious mother brought her child for examinatio 
because his ears had not run when he was cutting his teeth 
For reasons already explained, infants and children ar 
especially susceptible to the acute type of catarrhal otitis medi 
Any unexplained febrile illness in a child should lead to a car 
ful examination of the drumheads. Fever of 100° F_ oft 
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accompanies this acute catarrh, and when the condition is 
latent—that is, without pain or discharge—the patient may 
run such a temperature for some weeks. In one case, as a 
result of blocking of the Eustachian tube and the rarefaction 
of air in the middle ear, the tympanic membranes may be 
indrawn and the light reflex distorted or absent; while in 
another case, when as a result of hyperaemia an exudate takes 
place, the membrane will bulge outwards. 

Pain is apparently spasmodic, and the mother will have 
noticed the child repeatedly putting a hand up to the affected 
ear. This is accompanied by fits of restlessness and crying. 
The further signs will depend upon such factors as whether 
the condition resolves either spontaneously or under treatment, 
or whether it remains as a catarrhal condition or goes on to 
suppuration with perforation of the membrane. 

Before dealing with acute suppurative otitis media, I should 
like to mention tuberculous disease. This occurs most com- 
monly in the first year of life, and is notable for the absence 
of pain. The first indication of its presence may be a watery 
curdy discharge from the ear or a painless swelling over the 
mastoid region; or it may be noticed that the “child cries 
with one side of his face only "—facial paralysis having resulted 
from the pressure of tuberculous granulation tissue on the 
exposed facial nerve in the middle ear. 

In acute suppuralive otitis media the temperature is higher— 
101 to 103° F.—and the general disturbance more intense than 
in acute catarrhal otitis media. The pain is more severe, so 
that the child may knock his head against the side of the 
cot. Occasionally meningismus, which quickly disappears after 
the tension in the middle ear has been relieved, is present. Pus 
in the meatus or on the pillow may direct attention to the ear 
if the disease has not been apparent in its early stages. 

On examination with the otoscope the drumhead shows red- 
ness, and its insertion into the tympanic ring loses definition. 
It is impossible to distinguish the handle of the malleus, and 
the membrane begins to sag and redness of the deep meatal 
wall appears. If unrelieved by percentesis rupture of the mem- 
brane occurs, with discharge of the products of inflammation 
from the middle ear. In the child, on account of the relatively 
thicker drumhead, perforation may be longer delayed than in 
the adult, and instead of this occurring in two or three days it 
may take eight or ten. 

There appears to be a quality in some strains of infection 
which causes the middle-ear cleft to be attacked. We are all 
familiar with epidemics in which there is a high incidence of 
aural infection, and also with other epidemics, not less severe, 
in which the complications are pulmonary or gastro-intestinal. 
For that reason it is important to recognize early if otitis media 
is complicating a specific epidemic, in order that treatment may 
at once be carried out. This was well seen in a recent epidemic 
of gastro-enteritis in infants when a large proportion of the 
patients had aural complications. 


Treatment 

It is questionable if any developments in surgery have done 
more for the general health and well-being of the community 
than the enormous progress made in the treatment of the nose, 
mouth, and throat. The reduction in cases of chronic otorrhoea 
as well as of enlarged cervical glands, of adenoid facies, of 
stunted chests, and of undeveloped adolescents is evident since 
the operation for removal of adenoids and tonsils came into 
vogue. It is a most depressing daily occurrence in dispensary 
practice to be asked for advice on behalf of a child with ear 
inflammation by an anxious guardian, herself the seat of obvious 
chronic rhinitis and dental sepsis. The treatment of these 
conditions or of chronic suppurative otitis media in the parent 
may be a not unimportant step in the treatment of the child. 

Attention has been drawn already to the need for a careful 
general preliminary examination in daylight, and a urine test 
at this stage may be of considerable value. Not infrequently 
anaemia or constipation, bronchitis, enteritis, or, in female 
children, pyelitis may require treatment at the same time. If 
the fever has been long sustained a marked resistance to the 
infection may be obtained if the urine be rendered alkaline by 
means of copious alkaline drinks. 

A word of warning must be given about indiscriminate sul- 
phonamide therapy. “ Sulpha ” drugs should not be used in ear 
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disease unless combined with surgical treatment. Naturally, 


situations may arise where this is not possible, and, in the 
absence of contraindications, these drugs are best given in 
maximum doses until] the patient has been brought to the 
otologist. For the preservation of the hearing, and on occasions 
of life itself, all patients who are receiving sulphonamides for 
ear disease ought to be examined by an otologist as early as 
possible in the course of the treatment. That we are most 
grateful for these life-saving drugs goes without saying, but 
it is necessary to show some discrimination in the cases chosen 
for their use. 

In local treatment it is to be emphasized that freeing of the 
nasal airway is of first importance when once ear disease has 
established itself. It is equally to be remembered that until this 
unfortunate complication of otitis media is established little 
interference with the anterior nares is permissible. If the tem- 
perature is very high early in an illness in wnich symptoms and 
signs are referable only to the middle ears, look to the naso- 
pharynx, from which large inflamed surface much of the tox- 
aemia may be arising. Freeing of the anterior nasal obstruction 
by means of steam inhalations of friars’ balsam and menthol, 
followed immediately by pouring into the nostrils, with the 
neck extended, a teaspoonful of parolein, will bring about a 
quick change in lessened absorption of toxins from the naso- 
pharynx and pharynx. Not only acute but subacute otitis media 
may resolve more readily in the presence of adequate ventilation 
and drainage of the nose and nasopharynx. In catarrhal otitis 
media these simple measures, combined with the instillation 
of warm ear-drops of 1% carbolic in glycerin, may suffice, so 
long as the effusion is serous and of short duration. 

Occasionally, however, the serous condition does not improve. 
Here treatment is particularly important from the fact that the 
disease, if unchecked in its early stages, represents the starting- 
point of morbid processes leading to deafness iater on in life. 
The proper treatment is paracentesis with a fine myringotome, 
followed by a course of Eustachian-tube inflation. Uncalled- 
for sulphonamide medication may mask the symptoms and 
prevent adequate treatment. It is my opinion that these simple 
measures of paracentesis of the drumheads, followed by infia- 
tion of the Eustachian tubes, are not resorted to often enough. 
I feel that cases of deafness labelled later on in life as dry 
catarrh or otosclerosis would be less frequent if these harmless 
operations were more common in childhood. No one may be 
blamed for the omission of earlier treatment: Nature endows 
the patient normally with such reserves of hearing that much 
damage has already occurred before he complains. Indeed, 
a child may lose one-third or more of his hearing power before 
any disability is noticed. The appearance of pure-tone audio- 
meters marks an advance in diagnosis, and their use in schools 
is Lkely to direct our attention to those cases of latent catarrhal 
Olitis media, so that paracentesis and Politzer inflation may be 
instituted earlier. Even in adults, and certainly in children, it 
is not possible to arrive at a quantitative evaluation of hearing 
loss except by audiometric measurement. It seems, therefore, 
that such accurate early diagnosis, followed by paracentesis of 
the drum and expression of plugs of mucus from the middle-ear 
clefts by inflation, may in the future contribute to the reduction 
of deafness. 

Patent nasal, post-nasal, and Eustachian-tube passages, it has 
been seen, are necessary for successful treatment of ear inflam- 
mation, and, while major operative treatment in the anterior 
nares is seldom required in children, it should be remembered 
that recurrence of adenoids after the age of 10 is occasionally 
due to nasal sepsis—for example, antrum infection. Removal 
of such a recurring mass of adenoids is essential, and should be 
done during a quiescent period, but care must be taken to avoid 
injury to the cartilages of the Eustachian tubes. Some weeks 
after operation for adenoids a course of inflation of the middle 
ears may be necessary to prevent adhesive changes taking place. 

A word may be said about paracentesis. Before carrying 
out this operation the meatus must be made surgically clean by 
mopping out with an antiseptic. Acriflavine 1/2000 of spirit 
has been found useful in the past, but a small experience with 
Penicillin suggests that here, as in other directions, this drug 
will prove of the greatest value. Prevention of injury to 
the skin of the meatus and middle-ear structures by the dis- 
charges, and promotion of healing while preventing secondary 
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infection from entering from the meatus, are of paramount 
importance, and call for the use of a unique antiseptic. The 
incision in the tympanic membrane is done under a general 
anaesthetic and with good illumination of the drumhead. It is 
made from below upwards in the most bulging portion of the 
posterior half of the drum, and may extend beyond the pars 
tensa of the drum into Shrapnell’s membrane. A wick of sterile 
gauze, which is kept moist with the antiseptic of choice, is placed 
in contact with the incision in the drum to serve as a drain. 

Chronic Suppurative Otitis Media—No consideration of ear 
disease in children would be complete without reference to this 
condition, which is still too frequent among our school-children. 
Not uncommonly it is already of some years’ standing when the 
child arrives at the age for attending school. The parents may 
not have sought advice for what in their opinion was a trifling 
complaint, and as a result of repeated infection from the 
external auditory meatus the disease, even at this early age, may 
be deep-seated and associated with osteitis in the “ honeycomb ” 
of the mastoid air cells. It is worthy of repetition that, in these 
untreated cases, if it were not for the secondary infection from 
the outer ear, middle-car inflammation would lose half its 
significance. In the course of numerous operations done for 
chronic suppuration in children it has been my experience that 
the destruction of the bone of the mastoid and the delicate 
middle-ear structures is usually greater at operation than had 
appeared to be likely. It is frequently our custom to persist 
for years in various kinds of conservative treatment, in the hope 
that these, added to increased general resistance to disease 
acquired with the years, may tip the balance in favour of 
resolution of the chronic inflammation. I am of the opinion 
that no benefit to the patient’s hearing is likely to follow from 
delaying operation after five years of conservative treatment 
has been tried without cessation of the discharges. Healing 
may occur after some further years of treatment, it is true, 
but these years of ulceration in the middle ear and mastoid 
cells will have taken their toll of the delicate hearing 
mechanism. With the healing an increased amount of scar tissue 
is laid down; fixation of parts which should move is more 
prominent, and increased deafness is the result. Prolonged 
toxaemia from the chronically inflamed bone may have per- 
manently affected the sensitive end-organ in the labyrinth, and 
may have laid the foundation for an even more resistant deaf- 
ness. An operation performed on those patients before leaving 
school would save much time spent in dispensaries in later 
years ; and, what is more important, would reduce considerably 
the incidence of deafness among our adult population. If a 
modified radical mastoid operation (modified to preserve the 
middle-ear structures and the hearing) is followed by the same 
careful conservative treatment which these children get before 
operation, a better-hearing ear is usually the result in a few 
weeks. Improvement in hearing must not be sacrificed for 
early cessation of discharge. The latter takes place usually 
within a matter of months. The mental brightening and 
physical benefits in school-children which so often follow a 
modified radical mastoid operation for chronic suppurative 
otitis media make the operation one of the most satisfactory 
to both patient and surgeon. 


The Lasker Award in Mental Hygiene, which was instituted in 
1944, has this year been presented jointly to Major-Gen. G. Brock 
Chisholm (now Deputy Minister of Health for Canada) and to 
Dr. J. R. Rees, medical director of the Tavistock Clinic, London, 
and lately consulting psychiatrist to the Army with the rank of 
brigadier. This award, given for outstanding contributions to the 
advancement of mental health, has special reference in the current 
year to rehabilitation. It was presented on Nov. | in New York at 
the annual meeting of the National Committee for Mental Hygiene 
by General Omar C. Bradiey, who is now in charge of the Veterans 
Administration of the United States. The citation for Dr. Rees, 
read by Gen. Bradley, was written by Prof. John C. Whitehorn, of 
Johns Hopkins University. It paid warm tribute to his leadership 
and encouragement in bringing together a remarkable group of 
psychiatrists to apply the best available scientific knowledge of human 
nature to aid the Army in the use of its man-power. “ In particular, 
Brig. Rees and his associates developed the preventive aspect of 
Army psychiatry. Eminently practical contributions thereto were 
made through the systematic use of psychological and psychiatric 
skills in the selection of officers for qualities of leadership and 
through the application of psychiatric principles in the assignment 
of men to special duties.” 


POISONING DUE TO MOBILIZATION OF LEAD 
FROM THE SKELETON BY LEUKAEMIC 
HYPERPLASIA OF BONE MARROW 


BY 
ALEXANDER BROWN, M.D.Glas., M.R.C.P.Ed. 


AND 


SIDNEY LIONEL TOMPSETT, D.Sc.Glas., Ph.D.Glas., 
B.Sc.Lond., F.R.LC. 


(From the Royal Infirmary, Glasgow) 


It is now generally recognized that traces of lead are present 
in all the tissues of the body even in normal subjects. 
Relatively large amounts occur in the bones, and the more 
recently absorbed lead is deposited in the trabeculae—a situa- 
tion from which it may be readily mobilized. Under conditions 
of increased exposure and increased storage, mobilization may 
produce lead-poisoning. In the following case mobilization 
occurred in an unusual manner owing to leukaemic marrow 
hyperplasia. 
Case Record 


Wm. M., aged 31, had been a compositor for 12 years, and until 
Sept., 1939, had enjoyed perfect health. At this time, over a period 
of about two days, he became seriously ill. He had severe occipital 
headache and pain and stiffness in the posterior cervical muscles. 
Both became progressively more severe, and within the next two 
weeks gradual paralysis of the muscles of mastication developed. 
Left facial and right hypoglossal paralysis follewed. Diplopia, 
blurred vision, and vomiting appeared during®* the next few days. 
Within 10 weeks of the onset of the illness there were complete 
facial paralysis, almost complete paralysis of the muscles of mastica- 
tion, and general weakness of all the skeletal muscles to such a 
degree as to confine him to bed. Intractable pain had developed in 
the shoulders and arms, thirst was excessive, and constipation very 
marked. 

On admission to hospital on Dec. 1, 1939, he had obviously lost 
a great deal of weight. He was drowsy, cerebration and speech 
were very slow, and general muscular weakness was so marked that 
he was almost completely helpless. Mastication was impossible, and 
even swallowing was difficult. All tendon reflexes were greatly 
diminished. The B.P. was 110/90. No obvious cardiovascular disease 
was present. The mouth, gums, and teeth were healthy. The fundi 
were normal. The cerebrospinal fluid was normal except for a slight 


TABLe I 
' 
RBC. Blood Lead 
Date (millions) W.B.C. Remarks fee. = 
1939 
c. 3 67 5,000 | Blood urea, 25 mg./100 c.cm. 
49 5,000 | C.S.F. normal 
a a 43 5,600 280 
— Early papilloedema | 
1940 
Jan. 2 45 5,700 | P., 78%; L., 12%; M., 10%* 455 
5-0 7,000 
a 7,690 
Feb. 3 — 6,000 
» 46 8,200 
4-7 5,600 
ao a 48 10,400 
a 9,600 
Mar. 6 —_ 18,000 
21,000 
90,000 | P., 12°4; primitive cells, 88% 
97,400 | General glandular enlarge- 485 
ment, purpura, large liver 
and spleen 
» 147,000 | Polymorphs, 3%; primitive 
cells, 979% 
| 


*P. = polymorphs; L. = lymphocytes; M. = monocytes. 

increase in lymphocytes. The blood urea was 25 mg. per 100 c.cm 
During the week following admission there was mild pyrexia 
(100° F.). Vomiting occurred on several occasions. Headache and 
confusion were almost constant. On Dec. 20, 1939, when both red 
cell and white cell counts were normal, the blood lead was 280 
microgrammes per 100 c.cm. On Dec. 31, for the first time, examina- 
tion of the fundi revealed signs indicating early papilloedema. His 
blood picture was then still normal (Table I), but the blood lead 
had risen to 455 microgrammes per 100 c.cm. Throughout January 
and the greater part of February, 1940, the patient’s general condi- 
tion deteriorated slowly. At the beginning of March it was evident 
that a leukaemic state was developing, and its progress and morpho- 
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logical characteristics indicated that it was at least subacute in type. 
Iwo weeks later a general enlargement of lymph glands was noted, 
both liver and spleen were palpable, and a diffuse purpuric eruption 
appeared. The white cell count rose to 147,000 per c.mm. and the 
blood lead to 485 microgrammes per 100 c.cm., and death occurred 
on March 25, 1940. 

At necropsy the findings were typical of an advanced leukaemic 
process with marrow hyperplasia, glandular, splenic, and hepatic 
enlargement, and histological evidence of leukaemic infiltration of 
the viscera. This change was most pronounced in the myocardium, 
liver, and kidneys. In the last, almost the entire renal substance 
had been destroyed. 


Discussion 


Although the patient had been exposed to an undue amouat 
of lead for many years, the reason for the development of lead- 
poisoning was at first uncertain. The onset had been acute 
after a period of less rather than greater exposure, and after 
10 weeks’ freedom from further absorption symptoms were 
very much more severe. During his stay in hospital, on a diet 
conducive rather to storage than to mobilization of lead, the 
concentration of lead in the blood rose to 485 microgrammes 
per 100 c.cm., and death occurred with generalized flaccid 
paralysis. In this case exposure might have been much in excess 
of the patient’s suspicions, but the progressive rise in blood 
values appeared to indicate an undue addition to the circula- 
tion at a time when storage might have been expected. Some 
rarefying bone disease was a possible cause, and when the 
leukaemia developed it seemed probable that the hyperplastic 
marrow might be responsible for the liberation of lead stored 
in the trabeculae. The occurrence of trabecular absorption 
was confirmed at necropsy. 

While it is true that the blood changes followed rather than 
preceded the appearance of poisoning, it is highly probable 
that marrow changes occurred some time before the blood 
picture altered. Acute and subacute leukaemia usually show 
marked marrow hyperplasia with a normal or even subnormal 
white cell count. Abnormal cells may fail to appear in the 
circulation for some weeks, and a. rise in the count is usually 
a terminal phase. It is therefore possible that marrow hyper- 
plasia, preceding a blood change, precipitated lead-poisoning 
by causing trabecular absorption in an individual who had been 
storing relatively large amounts of the metal in the skeleton 
over a period of 12 years. 

Post-mortem examination of the skeleton for lead by the 
method of Tompsett (1939) showed abnormally high values 
for the femur. In Table II these results are compared with 
values obtained from normal persons by Tompsett and Ander- 
son (1935) and Tompsett (1936). 


I1.—Lead Content in mg. per kg. Fresh Tissue 


Tompsett and Anderson Tompsett 
Present (1935) (1936) 
Case - 
Mean | Maximum Mean Maximum 

Brain 0-52 0-50 0-72 
Liver .. 1-29 1-73 4-63 — 
Kidney 4, 0 66 1-35 3-55 
Vertebra i” 16-40 7-10 14-70 8-40 12-6 
Rib .. 18-40 8-55 12-90 9-75 17-5 
Femur 293-00 48-00 108-0 

| 


The values for the soft tissues are normal, and the amounts 
of lead in the ribs and vertebrae are only slightly if at all 
increased. It is possible that those low values resulted from 
previous mobilization of lead owing to trabecular absorption. 
In the final stage of the illness impaired renal function may 
have contributed to the high blood levels. 

When this patient was under observation the possibility of 
lead-poisoning due to mobilization of the metal in this 
manner had not been considered. The chance of investigating 
another such patient was so remote that some other approach 
to the problem had to be sought. Accordingly an investigation 
of blood-lead levels was undertaken in individuals exposed to a 
domestic lead hazard and suffering from rarefying processes 
affecting the skeleton (Brown, 1946). This investigation has 
revealed that, even without undue exposure to lead, osteo- 
lytic processes may result in high blood-lead concentration. It 
is to be expected, therefore, that where exposure has been 
excessive rarefying lesions in bone may result in lead-poisoning. 


Summary 

The case has been described of a compositor in whom lead-poison- 
ing was caused by mobilization of lead from the bones by leukaemic 
marrow hyperplasia. 

Lead-poisoning in a lead-worker may not indicate immediate 
exogenous lead intoxication. 

Marrow hyperplasia in a lead-worker may precipitate lead- 
poisoning. 

Anaemia in a Jead-worker may be the cause, and not the result, 
of lead-poisoning. 


We are indebted to Dr. David Smith for permission to study the 
patient in his care, and to Dr. A. B. Andersor for helpful criticism 
and advice. 
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A CASE OF CHRONIC UNDERMINING ULCER- 
ATION TREATED WITH PENICILLIN 


BY 


AUBREY LEACOCK, F.R.CS. 


Assistant Surgeon, E.M.S.; Chief Assistant to a Surgical Unit, 
St. Bartholomew's Hospital 


While the American literature contains many descriptions of 
this type of ulceration, no papers on the subject could be found 
in the English medical press. Though rare, the condition 
deserves wider recognition. 


Case History 


A soldier in the Pioneer Corps, aged 32, while serving in North 
Africa was given an injection of T.A.B. in the left upper arm on 
Oct. 23, 1943. Four days later his arm rapidly became very painful, 
red, and swollen, and his temperature rose to 103°. A diagnosis of 
cellulitis was made, and he was treated with chemotherapy and 
fomeniations. On Nov. 7 his arm was incised and much pus 
evacuated, relieving his pain. An aerobic haemolytic streptococcus 
was grown from the pus. The incision continued to discharge freely, 
but the infection spread subcutaneously, producing a large pocket 
of pus, which was opened more widely on Dec. 10, and again on 
Jan. 19 and Feb. 29, 1944. During this time the arm became more 
painful, especially around the edges of the inflammatory process, 
which gradually but inexorably spread down to the elbow. 

By April 3, when he had been evacuated to England, there was a 
large ulcer 8 in. by 3 in., extending from the deltoid region to the 
back of the elbow. There was moderate pain in the region of the 
ulcer and the whole area was extremely tender. The temperature 
varied, rising to 100°, and the pulse rate was slightly raised. The 
base of the ulcer consisted of pale unhealthy granulations, and most 
of the edge was undermined, with up to an inch of overhang. In 
a few places the edge was adherent to the floor of the ulcer and 
its appearance suggested that epithelization was beginning. The 
undermined edge was bluish, shading outwards into a slightly raised 
red area, outside which was normal skin. There was no zone of 
cutaneous gangrene. In the floor of the ulcer were two sinuses about 
14 in. deep. The humerus showed mild periostitis. There was no 
lymphadenitis. 

In the differential diagnosis, syphilitic, tuberculous, diphtheritic, 
and amoebic ulceration were considered, but no evidence of any of 
these diseases could be found. 

On April 28, at Friern Hospital, the edges of the ulcer were 
excised with a knife, and the sinuses opened up to give a flat surface. 
A gauze dressing was applied and the limb immobilized in a plaster 
spica. The plaster was left on for a month, during which time 
there was little pain from the ulcer and the patient's general condi- 
tion improved, but when the plaster was removed the ulcer had 
extended downwards to just beyond the point of the elbow, though 
lateral spread had stopped. A biopsy of the active edge showed 
non-specific inflammatory changes extending outwards beneath the 
intact epidermis. Numerous Gram-positive diplococci and occasional 
Gram-positive bacilli were seen in the floor of the ulcer. 

Next, a great variety of antiseptic and bacteriostatic dressings were 
tried, including sulphanilamide powder and proflavine powder as 
well as more old-fashioned remedies, but none produced any signi- 
ficant improvement. Zinc peroxide could not be obtained. 

On June 6 a swab from the edge of the ulcer gave a profuse 
growth of an aerobic haemolytic streptococcus, with moderate 
numbers of Staphylococcus aureus and Pseudomonas pyocyanea. 
The first two organisms were sensitive to penicillin in vitro, and on 
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PENICILLIN FOR CHRONIC UNDERMINING ULCERATION 


June 12 local penicillin treatment was begun, using a solution con- 
taining 100 units per c.cm. Rubber tubes were introduced into the 
sinuses and along the most undermined and painful parts of the 
edge, and penicillin injected through the tubes to keep the dressing 
wet. 

After 24 hours of penicillin treatment a swab grew only a few 
streptococci, and after 48 hours all penicillin-sensitive organisms 
had disappeared. After five days the appearance of the ulcer had 
enormously improved; there was no pain, little tenderness, and 
epithelization had begun. Infection with Ps. pyocyanea persisted, 
but seemed to be diminished by 1% acetic acid dressings. 

Epithelization progressed rapidly from the edges and from two 
islands of epithelium which appeared in the floor of the ulcer. In 
addition the size of the ulcer diminished considerably, owing to 
contraction of its fibrous base. The sinuses did not heal until early 


Chronic undermining ulcer of arm. 


September, and at that time epithelization stopped. The remaining 
skin defect, about 34 in. by 24 in., was covered by a Thiersch graft, 
which was 80% successful. Healing was complete by Nov. 7, and on 
Jan. 15, 1945, the patient was discharged, with a stable scar and a 
good range of elbow movement. The only residual disability was 
some weakness of the triceps. 


Discussion 

Spreading, undermining, burrowing infections of this kind 
have been described at length by Meleney and his colleagues 
(1935, 1937, 1939) and by other American surgeons (Pennoyer, 
1937: Rhoads, 1937). Dermatolog:sts have described in the 
American and French press an apparently identical condition, 
under the name of phagedaenic ulcer or phagedaena geometrica. 
Greenbaum (1941) gives a full review of the dermatological 
papers on this subject. 

Meleney has found constantly associated with these lesions 
a haemolytic streptococcus which is a facultative aerobe, but 
which, when obtained from the undermined edge of the ulcer 
or from the depths of the sinuses, grows best under anaerob:c 
conditions, and grows in pure culture. Meleney therefore classi- 
fies it as a micro-aerophilic organism, and believes that it is an 
aerobic streptococcus which becomes adapted to thrive in 
anaerobic or micro-aerobic concitions, as in the depths of 
sinuses or under overhanging skin edges. Staphylococcus 
aureus was also found in most of the recorded cases. 

The process may start as an infection of a surgical incision 
or of a traumatic wound, or as a lymphadenitis, and at first 
resembles an ordinary cellulitis or adenitis ; but suppuration, 
instead of becoming localized, progresses. On the trunk and 
limbs the process spreads mainly beneath the skin, producing 
the typical ulcer with undermined edges; while in the axilla, 
perineum, or groin the infection also burrows deeply, producing 
extensive sinuses. Daughter ulcers may appear, with under- 
mined skin bridges separating them from the main_ ulcer. 
The infection slowly progresses over months or even years. and 


amyloid disease may develop, or death may follow the erosion 
of deep vessels. 

To be distinguished from this type of ulceration is the 
well-recognized condition chronic progressive post-operative 
cutaneous gangrene, which has been described, under a variety 
of equally clumsy names, by numerous authors, including 
Brewer and Meleney (1926), Nightingale and Bowden (1934-5), 
Stewart-Wallace (1934-5), and Willard (1936). After operations 
for infective processes in the chest or abdomen a chronic 
spreading infection may develop in the region of the wound, 
commonly starting round a tension cuture, and spreading in 
two to six weeks to produce a large ulcer 6 in. or more in 
diameter. The advancing edge shows a peripheral red or 
purple zone and a raised irregular margin, inside which is a 
wide or narrow zone of gangrenous skin. The muscles are 
unaffected. A non-haemolytic streptococcus is found in pure 
culture in the advancing edge, and this organism grows best 
under anaerobic conditions, though aerobic growth also occurs. 
Staphylococcus aureus is found in the gangrenous zone, and 
the process is regarded as a symbiotic infection. 

The case described, although the organism always grew 
readily under aerobic conditions, appears to belong to 
Meleney’s group of chronic undermining ulcers. 


Treatment 


Meleney has obtained good results by treating these chronic 
undermining ulcers with a suspens'on of zinc peroxide in water. 
This liberates oxygen in an active form over a period of several 
hours. It was found that, unfortunately, only one of the 
commercial manufacturers of zinc peroxide (the Du Pont 
Company) could provide a material which gave consistently 
satisfactory results (Meleney and Johnson, 1937). The sus- 
pension was used as a wet dressing and introduced into the 
depths of the lesion by rubber catheters. Incisions and trim- 
ming of edges were often necessary to permit the peroxide to 
reach the area of active spread. 

The only successful recorded treatment of progressive post- 
operative cutaneous gangrene is wide excision of the advancing 
edge with knife or cautery. This has been successful whether 
or not zinc peroxide was subsequently used. 

In the case described above the response to penicillin was 
much more rapid than could have been expected from the use 
of zine peroxide, and suggests that local penicillin may become 
the treatment of choice for this rare condition. 


Summary 
A case of chronic undermining ulceration is described. The condi- 
uon responded dramatically to local penicillin treatment. The 
aetiology of the condition is discussed, and it is distinguished from 
chronic progressive post-operative culaneous gangrene. 


I would like to thank Mr. Reginald Vick for permission to publish 
this case. 
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Wartime nurses with good nursing experience who satisfy certain 
conditions will, if they decide to make nursing their peacetime 
career, be allowed six months’ remission in their training for State 
Registration. This concession, agreed to in principle by the General 
Nursing Councils for England and Wales and for Scotland, will 
apply to all those who have had suitable nursing experience in the 
Forces, or as nursing auxiliary members of the Civil Nursing Re- 
serve, British Red Cross Society, the St. John Ambulance Brigade, 
or the St. Andrew’s Ambulance Association. Formal rules to give 
effect to the scheme are being prepared by the two General Nursing 
Councils for submission to Mr. Ancurin Bevan, Minister of Health, 
and Mr. Joseph Westwood, Secretary of State for Scotland. But 
meanwhile the two Ministers, in view of the urgency of attracting 
recruits to nursing, have written to the authorities concerned asking 
them to bring the scheme to the notice of all who may qualify for 
the concession. 
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Reviews 


Reaction to Penicillin 


I oxic reactions in man reported so far from the use of penicillin 
have been few and insignificant compared with its high thera- 
peutic activity. In a survey of penicillin therapy, just published 
in the U.S.A. by John A. Kolmer, the toxic reactions consisted 
chiefly of fever, headache, skin eruptions, tingling in the testes, 
thrombophlebitis, and pain at the site of injection. Some 
Herxheimer reactions have occurred in the treatment of syphilis. 
The incidence of many of these reactions has dropped con- 
siderably, however, owing to better methods of purification ; 
furthermore all penicillin issued is pyrogen-free. There appears 
to be no appreciable difference between the calcium and sodium 
salts. Fever, it has been suggested, may be due to bacterial 
toxins following the antibacterial effects of penicillin. Acute 
polyarthritis has apparently not yet been described, and the 
following case, in which it occurred after intramuscular penicillin 
administration for an infected compound fracture of the leg. 
may be of interest. 
Case History 

Mr. A., aged 45, an electrician, was admitted to hospital on 
Nov. 5, 1944, with a compound comminuted fracture of the tibia 
at the junction of upper and middie thirds, and of the fibula just 
below the neck. The wound was excised under general anaesthesia and 
the leg encased in plaster-of-Paris. The patient remained afebrile, 
but the wound became infected and he complained of throbbing 
pain at the site of fracture. A culture from the wound showed 
Staph. aureus and haemolytic streptococci, both penicillin-sensitive. 
An intramuscular penicillin drip was started on Nov. 26—100,000 
units daily for five days. The teinperature rose sharply to 102.4° 
and the patient complained of inalaise and generalized joint pains. 
Penicillin was discontinued on the 29th, and two days later the 
temperature fell to 99°, returning to normal after three days. The 
joint symptoms disappeared. 

The patient was eventually discharged on April 7, 1945, with the 
limb encased in plaster-of-Paris. He was readmitted a month late: 
with a secondarily infected plaster dermatitis, the culture showing 
penicillin-sensitive Staph. aureus. He was afebrile. Penicillin was 
administered by intramuscular injection, 20,000 units three-hourly. 
His temperature rose to 103° and joint pains started 24 hours later. 


PENICILLIN 


ENICILLIN 


Ihe joints affected were the right temporal, the neck, both shoulders, 
right elbow, left wrist, and left knee. These joints showed no 
swelling or fluid, but were painful on movement. He gave a history 
of having had rheumatic fever at the age of 11 and lumbago a few 
years ago. On examination his throat was clean and culture nega- 
tive, and no abnormal physical signs were found in his cardiovascular 
system. Blood examination showed a slight polymorphonuclear 
leucocytosis, and his sedimentation rate was 40 mm. in one hour. 
Sodium salicylate 15 gr. was given two-hourly, but was discontinued 
after 48 hours as there was no improvement. The penicillin was 
stopped after three days, when his temperature fell to 99°, returning 
to normal after two days. The joint pains subsided several days 
later, his skin condition improved, and he was eventually discharged 


This case is published by permission of the. Medical Superintendent 
and Mr. F. D. W. Collier, F.R.A.C.S. 


Paddington L.C.C. Hospital. H. Jastowitz, M.R.C.S., L.R.C.P. 


S. Cundel, M. C. Wheelock, and G. J. Grimaldi (U.S. nav. med. 
Bull., 1945, 45, 97) state that mumps and mumps orchitis are still 
urgent naval and military problems. Atrophy of the testes was 
found in S5% of the cases of orchitis. Epididymitis is frequently 
associated with the orchitis of mumps. Pooled plasma (160 c.cm.) 
xiven intravenously to mumps patients as a prophylactic does not 
lower the incidence of orchitis. 


PHYSICAL ASPECTS OF RADIUM THERAPY 

Radium Therapy. Its Physical Aspects. By C. W. Wilson, M.Sc., Ph.D, 

F.Inst.P. (Pp. 224; illustrated. 18s.) London: Chapman and Hall. 1945 
fhe author has written a book about the place of physics in 
radium treatment. Though not quite clear of the empiricism 
with which it started, this treatment is gradually shaking itself 
free and taking on a quantitative garb ; but this can be so onl) 
from the physical aspect. No one looking at the problem of 
how to treat malignant disease is likely to be deceived ver) 
long by the idea that since physics is an exact science its appli- 
cation to radium treatment will also render this an exact pro- 
cess ; the body remains an inscrutable variable. None the less 
it is a good plan to be as exact as possible in those parts of 
the subject that allow it. This is not a book about the actual 
treatment of cancer, as the tithe may suggest to some readers. 
but about the particular kind of physics that can render service 
when the particular kind of radium treatment has been decided 
on medical grounds. The subject is a comparatively young one 
vet there are now established modes of treatment (superficial, 
interstitial, intracavitary, and so on) which can reasonably be 
duplicated by centres all over the world. In each case the 
author has the relevant physics of the method to put before 
the reader ; the book is well written, and illustrated with good 
line drawings and excellent photographs. 


VASCULAR SCLEROSIS 


Vascular Scierosis. With Special Reterence to Arterioscierosis, Pati 

*athogenesis, Friology, Diagnosis, Prognosis, Treatment. By Eli Moschowitz, 

M.D. Oxford Medical Publications. (Pp. 178; illustrated. 20s.) New 

York Branch of the Oxford University Press. 

Chis book by Dr. Eli Moschowitz is a useful monograph on 
somewhat complicated subject which the author has en 
deavoured to approach from the standpoints of a clinician and 
of a pathologist. His aim throughout has been to take a wide 
view, so it will be found that he brings in sclerosis of ail the 
vascular system—not only the arteries but also the veins and 
capillaries and even the lining of the chambers of the heart 
Naturally, it is not possible to give in a boo’ of this size a 
very exhaustive treatise on all the available information on 
such a wide subject, but it is valuable to have ideas put forward 
clearly which are based on changes found in the vascular 
system as a whole. In these attempts the author has met with 
a considerable degree of success. He believes that the structural! 
changes in the vessels, which are irreversible and progressive, 
consist of hyperplasia as a primary reaction, followed by 
deposits of lipoids, hyalin, and calcium, which ali lead to 
enlargement, deformity, and loss of elasticity. He concludes 
that arteriosclerosis is largely the result of the interaction of two 
factors, both of which may vary ; one is intravascular pressure 
and the other is time. The factor of intravascular pressure 
leads him into a fairly full discussion on hypertension and 
its relation to arteriosclerosis ; not only to primary or essential 
hypertension, but to any inctzase of pressure above the normal, 
such as may occur in the pulmonary circulation; and from 
that he discusses the causes of essential hypertension itself 
Among these he puts psychological conditions first; second he 
puts Graves’s syndrome, perhaps attributing more to it than 
is usually done in this country. 

There are short chapters on sclerosis of the veins and the 
capillaries, on experimental arteriosclerosis, and on the relatior 
of arterial disease to diabetes. Finally there is a chapter on 
therapy. Dr. Moschowitz is sceptical about the permanent 
benefit of even the most extensive degree of sympathectomy. 
though he admits that the operation is still in the experimenta! 
stage and that a great deal of further information on after- 
effects is required. There are good illustrations, particularly 
the photomicrographs, and the book can be recommended to 
anyone who is looking for a sensible discussion on a comple, 
subject, approached from a wide point of view 
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PSYCHOLOGY OF THE PROSTITUTE 

The Psycho-Pathology of Prostitution. By Edward Glover,M.D. (Pp. 16. 1s.) 

London: ‘Institute for the Scientific Treatment of Delinquency, 17, 

Manchester Street, W.1. 1945. 

The International Bureau for the Suppression of Traffic in 
Women and Children convened in 1943 an international meeting 
to discuss the abolition of tolerated prostitution. On that 
occasion Dr. Edward Glover, one of the foremost exponents 
in this country of Freudian psychology, delivered this lecture, 
which has been reprinted by the Institute for the Scientific Treat- 
ment of Delinquency as a pamphlet. He describes shortly the 
infantile origins of sexual libido in the mouth, anal region, 
and genital organs, and shows how sexual perversions are a 
fixation in adult life of the libido at these infantile levels. 
Perverse practices play a large part in the activities of prostitutes, 
and this fact raises for him the question whether prostitution is 
not actually a regressive manifestation indicating a backward 
and retarded state of sexual development and possibly also a 
retarded general mental development. Further, Freud has 
taught that a normal part of a child’s education is to separate 
the sexual or erotic aspects of infantile love from its idealistic 
or non-erotic aspects. When adult sexuality appears this 
cleavage must be overcome, or the adult will not be able to 
direct his sexual urges and his mental love feelings towards one 
and the same object. If the cleavage persists, he may feel an 
idealized love for one person but be able to enjoy sexual 
relations only with another person of inferior attributes. Many 
men of high intellectual and ethical development are sexually 
potent only with prostitutes, and for them the prostitute 
satisfies a psychopathological demand. Emphatically, Dr. 
Glover states, the problem of prostitution is two-sided, and noi 
only the prostitute but also her clients must be psychologicaliy 
examined if the problem is to be properly understood. He 
traces in a most interesting way the connexion between the 
familiar regressive patterns of psychopathology and the sexual 
and social behaviour of the prostitute, and shows how the 
environmental factors of a loveless home life, sexual irregularity 
in the girl’s parents, and economic insecurity contribute to 
the situation.. 

Convinced that prostitution expresses a sexual and social 
backwardness in both parties, he objects to tolerated prostitu- 
tion because it tolerates the problem as well as the prostitute— 
gives social sanction to a pathological condition. He adds a 
pertinent criticism of the present legal procedure for dealing 
with prostitutes, and a caution on the limitations of the 
psychological expert witness. This, in short, is a sound and 
helpful pamph. -t. 


TUBERCULOSIS IN THE U.S.A. 


Tuberculosis in the United States. Graphic Presentation. Vol. 2. Federal 

Security Agency, U.S. Public Health Service. and Medical Research Com- 

mittee, National Tuberculosis Association, Washington, 14. 
The lack of knowledge of the population exposed to risk in 
age groups in wartime makes a detailed examination of death 
rates an impracticable proposition. The difficulty has been 
partly overcome in this volume by the use of proportional 
mortality. Deaths from ail forms of tuberculosis expressed as a 
percentage of deaths from all causes have been tabulated in 
twelve age groups for each State and geographic division by 
sex and race. The periods covered are the triennia 1939-41, 
1929-31, and 1919-21. A comparison of the trends for each 
area has been made in two diagrams, one showing the distri- 
bution by sex and race in age groups for 1939-41 and the other 
the distribution by age in the three triennia. The proportional 
mortality during the twenty years has declined by more than 
a half for the white population, from 8.2 to 3.6, but the 
decline has been slower for the non-whites, from 15.3 to 9.3. 
Tuberculosis was responsible for a greater percentage of the 
total deaths among the young non-whites than among the white 
population ; for the age groups 5-9, 10-14, and 15-19 the per- 
centages for the former were, for both sexes, 10.5, 18.6, and 
32.5, compared with 2.8, 3.9, and 10.2 for the latter. This 
racial difference affects the attempt to standardize for age and 
leads to a slight increase in the rate for the white population 
and a large decrease in the rate for the non-white population ; 
the crude, rates were respectively 3.6 and 9.3, and the stan- 
dardized rates were 3.8 and 5.9. 


Notes on Books 


There is little to criticize and much to admire in the fourth edition 
of Prof. Wittt1aAM Boyp’s Pathology of Internal Diseases (Henry 
Kimpton; 50s.). Few medical books are so readable or more skil- 
fully illustrated. Whilst recent discoveries in pathology are well 
reviewed and recorded, the author points out, in no uncertain way, 
the larger gaps in pathological knowledge, especially when no 
adequate structural changes have yet been found to account for 
grave and common disorders of function. We are, for example, 
reminded, with regard to the myocardial lesions of acute rheumatism, 
that “the changes in the muscle fibres are peculiarly disappointing 
and fail to explain the cardiac failure of the acute stage,” and 
“it is evident that the technique of the pathologist is inadequate for 
estimating the functional capacity of the myocardium.” The 
references in this, as in previous editions, are well chosen, and the 
volume remains convenient in size, weight, and make-up. 


People who Live in Glass Houses is a ninepenny booklet of some 
80 pages which looks at venereal diseases from both the medical 
and the lay points of view: it tells the man in the street just those 
things about the subject of which he is usually quite ignorant; it 
tells him enough without trying to tell him too much. For the 
most part the approach is straightforward and the language simple, 
though occasionally Mr. Harotp THOMAS lapses into terms which 
are rather too technical. The whole subject is set out clearly and 
dealt with in human fashion; there are a few minor errors which 
detract little from the value of the book. The one thing that appears 
to be open to criticism is the title; surely something more arresting 
and descriptive could have been found; numerous ones suggest 
themselves—** The Danger in our Midst” or “ The Hidden Scourge,” 
for example. What really matters is how this excellent little 
publication is to be “ got over” to the public; in our view a copy 
—or several—should be placed in every public library and reading- 
room throughout the country. We commend this suggestion to the 
Central Council for Health Education, which issues the booklet from 
Tavistock House North, Tavistock Square, W.C.1. 


The issue of Memorandum 266/T by the Ministry of Health was 
generally welcomed as a great step forward in the provision of 
facilities for early diagnosis and the official recognition of the rela- 
tion between the tuberculous patient’s financial anxiety and his 
willingness to accept treatment. There was, however, widespread 
disappointment at the exclusion of the non-pulmonary cases and 
the so-called “‘ chronic” cases. The Joint Tuberculosis Council 
set up a committee to consider the memorandum, and its interim 
report has now been published as a pamphlet. Copies may be had 
from the hon. secretary of the J.T.C., Dr. N. J. England, 1, Becket 
Street, Oxford. 


The League of Red Cross Societies Bulletin for July-September, 
1945, contains extracts from the report of the Secretary-General of 
the League to members of the executive committee on work done 
during the first six months of the year. The end of hostilities, far 
from diminishing the tasks and responsibilities of the Red Cross, 
has increased them. The Bulletin is published every three months 
in English, French, German, and Spanish: from the headquarters of 
the League, 8, rue Munier-Romilly, Geneva; annual subscription 
2s. 6d., or 50 cents. 


Preparations and Appliances 


A SIMPLE APPARATUS FOR’ PENICILLIN 
ADMINISTRATION 


Dr. A. J. P. GRAHAM, resident surgical officer, Royal Surrey 
County Hospital, Guildford, writes : 


Several types of penicillin administration apparatus have 
already been described in medical journals, each making legiti- 
mate claim to some improvement or advance over those already 
in use. Experience of some of the present difficulties and 
disadvantages associated with intermittent administration of 
penicillin has led me to review the methods employed and re- 
consider their value. The introduction of another new method 
would have to be based on convincing evidence of its superiority 
to those already employed. It would have to overcome at 
least some of their disadvantages and be founded on clinical 
trial and proof. Moreover, it would require to be simple in 
construction and easy to use, because with the increasing 
availability of the drug in its present form complicated methods 
of administration would merely increase the work of the nursing 
staff. Until penicillin is administered less frequently in an oil 
base, or by mouth, the intermittent systemic injection therapy 
has to be relied on for most purposes. 

Probably owing to impurities in the drug, intramuscular 
injection is painful, and after receiving repeated three-hourly 
injections the patients frequently come to dread them. Some 
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D-Day casualties were reduced to tears after two or three days’ 
penicillin treatment, while administering it to young children is 
often not a pleasant procedure for the nurse. Use of the gluteal 
region, besides being anatomically unsound, may after repeated 
administration become so painful that patients cannot lie 
comfortably. Intermittent injection directly into the patient dis- 
turbs his sleep at night, both by the pain and by the ritual. This 
‘S most undesirable in those who are seriously ill, and should 
be avoided. It can be materially reduced by* a continuous 
intramuscular drip, which, however, requires constant care and 
attention. Drip apparatus is usually an encumbrance to 
patients, is more complicated and liable to lead to waterlogging 
of the tissues, and is responsible for some loss of potency of 
the penicillin owing to the length of rubber employed and the 
failure to keep the drug at its most stable temperature. !t has, 
however, the ——- of administration into the thigh muscles 
and is very Useful for infants and children and domiciliary 
treatment. 

Cowan' has published figures showing the destruction of 
penicillin by rubber tubing. In continuous intramuscular in- 
fusion as much as 25 to 50% of penicillin may be rendered 
inactive by the rubber, so it would appear obvious that the 
shortest possible length of rubber tubing of any kind should be 
employed. Stammers* and Morgan Thomas’ recently empha- 
sized this point and advocated an administration apparatus 
incorporating shorter lengths of rubber than those used in the 
types described by Ronald Edwards‘ and Last.* The tubing 
supplied with the Riley thoracic aspirating device used b 
Edwards with his bottle andesyringe apparatus has a thick wall 
allowing repeated puncturing without leaking. Edwards uses 
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it in twelve-inch lengths holding approximately 3 c.cm. Using 
penicillin solutions made up to 20,000 units per c.cm. it is seen 
that after the first dose has been injected the next dose is in 
contact with rubber for three hours before reaching the patient, 
and each subsequent dose lies in the rubber tubing for six hours 
before entering the tissues. In this time the potency may 
diminish by 50% if the rubber is of the synthetic variety. From 
clinical results obtained with the use of this instrument it would 
appear that the actual loss of potency under ordinary conditions 
is less than estimated, or alternatively that the recovery from 
infection was not so largely due to the penicillin. The logical 
deductions from calculated data, however, strongly advocate the 
use of as short a length of rubber tubing as possible and a 
— of the method of storing penicillin solutions in 
the cold. 

Of the types of apparatus already described, only that of 
Milles* meets the last two requirements, but it has the dis- 
advantage of being rather too complicated from the nursing 
administration point of view and too liable to contamination 
if not carefully used. As these factors are of sufficient import- 
ance to warrant the introduction of yet another instrument to 
be added to our surgical armamentarium, it was decided to 
attempt to produce one that would fulfil as many of the ideal 
requirements as possibie. The ultimate design that this took 
reached its present form as the result not of backroom planning 
but of clinical trial and error. It does not claim to be perfect, 
but as a means of administering penicillin intermittently during 
the interim period until the drug is produced in some other 
form, free from painful properties, or until solution in oil does 
away with the need for frequent administration, it is of great 
value. To some its use may transgress the borders of general 
surgical principles, but the relief from pain, the apparent 
therapeutic success that has .attended it, and the almost entire 
absence of complications that has ensued, lead one to believe 
that its use is justified. 

The apparatus employed is extremely simple, but certain of 
the features are essential to its success. It can be made in any 
ward. 


Requirements.—A needle (A) about two inches long with a fairly 
wide bore. A narrow-bore needle prevents free injection into the 
tissues and conduces to leaking. The needle is beni about 45° just 
beyond its base, so that the point will penetrate well into the muscle 
when the rubber is strapped to the thigh. Two inches of rubber 
tubing (B) with a wall having a thickness of at least 2 mm. The 
type of tubing supplied with the E.M.S. blood transfusion set is not 
thick-walled enough for che purpose, as it allows of subsequent leak- 
ing after repeated punctures. One end of the tubing is fitted over 
the needle mounting and tied on tightly with silkworm gut. A screw 
clip (C) of any type is fixed on so as to allow half an inch of tubing 
between it and the needle. This must be screwed on firmly to occlude 
the lumen. The volume of the lumen between clip and needie varies 
with the internal diameter of the rubber, but with one of 4 mm. it 
is about 0.157 c.cm.—i.e., less than one-sixth of the volume of a dose 
of 20,000 units in 1 c.cm. This is the whole apparatus. 

Application.—After being sterilized it is applicd to a suitable area 
on the anterior or lateral aspect of the thigh and fixed on with two 
strips of adhesive plaster (D) as shown in Fig. 2. No advantage is 
gained by inserting the point of the needle through sterile gauze, 
but a small piece may be placed under the rubber and clip if this 
adds to the comfort of the patient. A rather broader strip of 
strapping (E), with a small piece of sterile gauze covering the middle 
third on the adhesive surface, is then fixed transversely across the 
apparatus. 

Use.—One end of the broad strapping is turned back, uncovering 
the apparatus. The required dose of penicillin is taken up into a 
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syringe in the ordinary way and, using a fine hypodermic needle (F), 
is injected obliquely and slowly into the lumen of the rubber tubing 
between the clip and the intramuscular needle. The rubber is, of 
course, swabbed with aether meth. first, as the skin would be. After 
the hypodermic needle is withdrawn the broad strapping is replaced 
For the first dose 0.2 c.cm. of penicillin is added to fill the free space 
of the lumen. A small cradle over the leg facilitates injection at 
night with less disturbance to the patient. 

Advantages of this Method.—The apparatus is easily made and 
simple to use. It makes penicillin administration less painful and 
less disturbing to the patient. The first injection is quite as painful 
as with other methods, but each subsequent dose is very much less 
so and is often quite painless. Owing to the smal! amount of 
penicillin in contact with rubber and the ability to give it in the 
cold, the loss of potency is much less and is calculated to be about 

% instead of 25 to 50% as with some intramuscular infusion 
methods. Waterlogging of the tissues and needle-block do not occur. 
Its simplicity in use has all the advantages of hypodermic administra- 
tion for the nursing staff, without any of the disadvantages for the 
patient. 

Disadvantages.—Some patients find it an encumbrance to have 
even such a small gadget strapped to them. Leakage may occur if 
the tubing is too thin, or the needle too narrow, or the injection 
made too quickly. Repeated puncturing at the one site may be 
eliminated by turning the rubber 90° in relation to the needle or 
by attaching it by the other end of the tubing. After two days the 
site of injection may again become painful, necessitating removal 


and reinsertion at a fresh site. One small B. coli abscess has 
occurred at the site of injection. 
My thanks are due to the sisters and nurses of this hospital for 


their co-operation and helpful suggestions. 
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BUYING AND SELLING PRACTICES 


Mr. Willink, as Minister of Health in the late Coalition 
Government, announced that in its plans for a new health 
service the Government did not intend to interfere with the 
custom of buying and selling practices, and this policy was 
presumably supported by the Labour members of the 
Coalition Gabinet. Men now being demobilized are enter- 
ing general practice on this basis. It has been said that the 
present Minister of Health, Mr. Aneurin Bevan, will make 
a further statement on this subject, and it is not improbable 
that if he does the Coalition policy may be reversed. If 
it were, it is of course presumed that a statement would at 
the same time be made on the question of compensation for 
the loss of capital value. Although in this world of shifting 
values it is perhaps unwise to take anything for granted, it 
would seem to be a simple matter of equity for compensa- 
tion to be paid if sale and purchase of practices were to 
come to an end. The medical profession could tolerate no 
other course. 

If the question of buying and selling practices was just 
one of finance, then, although there might be differences of 
opinion about it, they should not become so acute as to split 
the profession or to erect an insuperable barrier between 
the profession and the Minister. This custom is not 
necessarily bound up with the essential freedom of the 
doctor to practise according to his professional conscience 
and knowledge. In fact, men in some Dominions can enter 
a practice without having to buy it, and it should be 
remembered that at the moment there is nothing to prevent 
a man in this country from starting a practice of his own 
without having to find the capital to do so; although, of 
course, he has to have enough money on which to live until 
his practice is established. When by dint of hard work and 
professional competence a practitioner has secured the con- 
fidence and good will of the local community in which he 
lives, he has, towards the end of his working life, a natural 
wish to be compensated for his efforts when he hands on the 
goodwill and reputation of the practice to his successor ; 
and his proper pride in his work, coupled with a responsi- 
bility towards the patients who constitute his practice, 
prompts him to choose as his successor the kind of man who 
will best fit in with the life of the district. The essence of 
the matter is the freedom to practise, and the freedom to 
choose as a partner and successor in this venture a man who 
is trusted both professionally and on the grounds that he is 
the kind of person who will be in sympathy with the kind of 
patient whom the practice attracts. If these essential free- 


1 Supplement to the British Medical Journal, June 9, 1945, p. 193. 


doms could be left unchanged by the abolition of the right 
to buy and sell practices there would be no interference with 
professional principle, whatever views anyone might hold 
on political and social grounds about the right of a man to 
possess his own property—in the case of a general practice, 
represented principally by goodwill. 

But if the Government were to decide to abolish this 
right, would it do so with the intention of leaving unchanged 
what we regard as fundamental principles? In the con- 
ditions prevailing in Great Britain, is the custom of buying 
and selling in fact bound up with professional freedom, and 
would this be endangered if the custom were brought to an 
end? In examining this question we should not ignore the 
difficulties facing a young man who wants to enter general 
practice in the accepted way. In these days the difficulties 
are considerable. The man who starts off with money of 
his own has an advantage over the man who has not, and 
a man may be a good doctor but yet be unwise in taking 
financial decisions. At least to-day he is in a better position 
than his forebears, because the B.M.A. can give him com- 
petent advice on the matter, and see that he can borrow 
money at low rates of interest. But even then the young 
man with a family is faced, in these days of heavy taxation, 
with a debt to repay, and he would naturally be glad to 
avoid that if he can. So simply from the financial point of 
view the young doctor would welcome a way out of that 
method of entering practice. But the first question he 
should ask himself is whether, given this opportunity, he 
would simply be exchanging one burden, which is measur- 
able, for another which is possibly immeasurable ; whether, 
in an insecure world, he is trying to buy imagined security 
at too great a price ; whether an easier time in his younger 
days would not be offset heavily by disappointment 
and disillusionment when the peak of middle age is 
passed. 

Supposing the Government does decide to abolish the 
custom of buying and selling practices and, through com- 
pensation, becomes the purchaser, and therefore owner, 
of those practices, what becomes of the men who are thus 
compelled to sell their “ work-right"? Who will decide 
thereafter who should continue these practices so dissolved? 
It is unlikely to be the men who have sold them, because 
according to ordinary usage a man who sells something no 
longer has a right in it. And if the professional right to 
practise in such-and-such a place in such-and-such a way is 
surrendered to the Government the Government will use 
what is surrendered in any way it sees fit; and in the case 
of the present Government we should at least not be mis- 
informed on what ways it considers to be fit. It might 
use the property so disposed of to control the entry into 
practice and to distribute doctors according to its own ideas. 
In other words, any decision of the Government on the 
custom of buying and selling practices cannot be isolated 
from the context of the Bill for a National Health Service 
which in the months to come will be presented to Parlia- 
ment. We cannot look upon it, for example, purely as a 
financial measure, but must first and foremost look upon it 
as closely bound up with the way in which practice is con- 
ducted and with the principles governing such practice. 
The public whom the medical profession serves may well 
ask themselves whether, in using the taxpayer's money to 
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buy what medical workers have thus built up, a Govern- 
ment would not be at the same time depriving the public of 
the right to choose its own doctor in its own way, and at a 
cost which ultimately may be far greater for the community 
as a whole than it is at present. 

These are but some aspects of a question which is far less 
simple than it appears at a first and summary inspection. 
It is not a question which can be answered easily one way 
or the other; but it is one which should be considered 
calmly and realistically. Any decision of the Government 
will be a first step in a certain direction, and in making up 
their minds about the matter medical men should be clear 
what this direction is and whether they want to follow it. 


CAMPAIGN AGAINST RHEUMATISM 


The publication by the Department of Health for Scotland 
of the report of its Medical Advisory Committee on the 
chronic rheumatic diseases is an important event in 
the solution of this great social problem. As long 
ago as 1927 the Ministry of Health indicated that rheu- 
matic disease accounted for nearly one-sixth of the indus- 
trial invalidity in England. Rheumatism will bulk largely 
in Social Insurance, since a big section of the population, 
the dependants, and especially the housewives, mainly un- 
touched by the National Health Insurance Acts, will come 
within the scheme now being drafted by the Government. 
The incidence of chronic articular rheumatism in female 
domestic workers is disproportionately high. 

The Scottish report gives an account of the incidence, 
some of the aetiological factors, and existing facilities for 
treatment. A subcommittee under the chairmanship of 
Sir John Fraser was appointed to “consider what action 
can be devised for the treatment of chronic rheumatism 
among the general population,” and it is in the findings of 
this subcommittee that the chief interest of the report lies ; 
a fairly full abstract appeared in the Journal of Oct. 6. 
The scheme is to be based on the medical schools and 
teaching hospitals, in which small units of 20 to 40 beds 
would provide opportunities for research into pathology 
and diagnosis and would test the efficacy of methods of 
treatment under controlled conditions. To these would be 
linked large hospital units, situated at a convenient dis- 
tance, for the long-term treatment of suitable cases. To 
ensure continuity, both would be directed by the same 
staff of physicians and surgeons experienced in these dis- 
eases, but the report wisely stresses that the subject should 
not be divorced from general medicine by the creation of 
a narrow specialty. Close co-operation between physicians 
and orthopaedic surgeons will be of the highest impor- 
tance in any scheme, on lines now being discussed by 
a joint committee of the British Orthopaedic Association 
and the Empire Rheumatism Council. The units will pro- 
vide for training medical students—an important provision 
when it is remembered how much of the practising doctor's 
time is spent in the management of rheumatic diseases. 
Postgraduate classes will also make the general practi- 
tioner familiar with modern advances in diagnosis and 
treatment. 


While the scheme of hospital units thus foreshadowed 
will do much for the treatment of such serious conditions 
as rheumatoid arthritis, it must not be forgotten that many 
patients, especially housewives, cannot leave their homes 
for a long period of treatment in hospital. There are also 
many cases of minor rheumatic disorders, particularly 
muscular rheumatism, for which hospital treatment is un- 
necessary. If industrial invalidity from rheumatism is to 
be reduced the family doctor must be supported in his 
efforts by the provision of facilities for laboratory investi- 
gation and physiotherapy, and, not least, for consultation 
with physicians experienced in the disease. It is in tbe 
neglect or superficial treatment of cases which appear trivia! 
at first that the seeds of permanent crippling are sown, and 
at this stage the family doctor has the opportunity and 
the responsibility of providing prompt and effective treat- 
ment. To help him the Scottish report suggests “ peri- 
pheral clinics ” starting on modest lines and linked with the 
central hospital and with orthopaedic services. But per- 
haps such clinics should be provided first and quickly in 
order to deal on the largest possible scale with rheumatism 
in its early stages : this could be done at small expense in 
the smaller hospitals and district or cottage hospitals. 
Periodical visits of consultants and the provision of means 
for simple physiotherapy would be of much value. Cases 
in need of more elaborate treatment could be transferred 
to more fully equipped centres. If hospital accommoda- 
tion for “long-term ™ treatment is not to be overloaded 
patients who have made enough progress might be trans- 
ferred to a convalescent station where they could reside 
in hostels linked with a physiotherapy unit ; rehabilitation, 
occupational therapy, and recreation should be available 
under medical observation. Such stations would also be 
of value for giving rest and recreation to the overworked. 
“ Preventive rehabilitation” would save many a worker 
from the accident and the injury that finally compel him 
to give up his work temporarily. 

The Scottish report stresses a point in physiotherapy too 
often overlooked—the need as early as possible to replace 
passive treatment by active exercise, such as is provided 
by occupational therapy and rehabilitation. Routine—and 
sometimes perfunctory—treatment prolonged at a physio- 
therapy centre may induce a hypochondriasis. However 
skilled the physiotherapist, the effect of treatment must be 
assessed periodically by the physician or surgeon in charge 
of the case. Physiotherapy should be based on a clear 
conception of the pathology of the condition to be treated, 
and the masseur cannot be expected to appreciate this. 
Students should be instructed in the technique of physi- 
cal methods of treatment, for harm may result if they 
are applied mechanically. Sir Robert Jones once said, 
“Never massage the knee-joints "—a dogmatic utterance 
perhaps, but with much wisdom in it. Ill-advised massage 
has turned many an early villous synovitis into a chroni- 
cally creaking knee. 

The Scottish report should be studied in conjunction 
with a report by Dr. W. S. C. Copeman’ on the treatment 
of rheumatism in Sweden, where this has been a national 
concern for many years and where much experience of 
hospital treatment has been gained. 

rheum. Dis., 1945, 17. 
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MEDICAL WAR RELIEF — 


On another page readers will find an appeal from the chair- 
man and honorary treasurer of the Medical War Relief 
Fund—the second only that the Fund has made—for the 
generous support of all doctors in the work which the Fund 
has set itself to do, but which, with problems of demobiliz- 
ation and resettlement, will in the coming year be far 
beyond its resources. There is little to add to that appeal 
except a hint that this is not the occasion for the half- 
guinea or guinea donation with which one is apt to respond 
to calls upon the purse but for a sum which represents a 
real sacrifice, even as those who need help have sacrificed 


in the war. The appeal is for £100,000 and is being made > 


to doctors only. This is not too high a target for any large 
profession which is zealous for the welfare of its members, 
still less so in the case of the medical profession, which has 
always been anxious to help its own. This figure, however, 
can be reached only if donations are sent in the manner 
and spirit of the 73 individual subscriptions which, within 
a fortnight of opening the appeal, brought in a total of 
£1,672. They should be sent as soon as possible to the 
honorary treasurer of the Medical War Relief. Fund, at 
B.M.A. House, Tavistock Square, London, W.C.1. 


THYROID AND SEX FUNCTION 


Thyroid extract is often used clinically in treating sex 
disorders in women, though the rationale of this is not 
clear. We know little more than that the thyroid gland 
has some connexion with sex, since disturbances in sex 
function accompany thyroid disease. On the experimental 
side Engle' has recently established that thyroid deficiency 
in monkeys results in amenorrhoea, and that a course of 
thyroid treatment given for 10 days (20-60 mg. of thyroid 
substance daily) brings on menstrual bleeding 1-19 days 
after the last administration, followed by one or two further 
bleedings at normal cyclic intervals, even though there had 
been as many as 200 days of amenorrhoea preceding the 
treatment. True menstrual bleeding is not the only form of 
bleeding inhibited in the hypothyroid monkeys. They do 
not bleed after spaying as normal monkeys do, and after 
they are spayed the usual method of producing oestrogen- 
withdrawal bleeding (40 ug. of oestradiol benzoate daily for 
10 days) is ineffective ; but when thyroid is given as well 
the usual reaction follows. These experiments clearly 
demonstrate that thyroid has some role in the menstrual 
cycle, but give little indication of its mode of action. 

Chu’ has made a close study of the relation between 
thyroid and gonads: he has shown that thyroidectomy in 
the rabbit is followed by an increase in the number of 
follicles in the ovary and a decrease in the luteinizing 
potency of the pituitary gland. It is assumed that the 
thyroid stimulates the secretion of follicle-stimulating 
gonadotrophin and depresses the secretion of luteinizer. 
In Chu’s experiments the reduction in luteinizing power 
was so great that mating did not produce ovulation in 
thyroidectomized rabbits, though the ovaries were extra- 
sensitive to injections of chorionic gonadotrophin. The 
normal ovulation response to mating could be restored by 
administering thyroid. The stimulation of the follicles 
after thyroidectomy should produce an increase in secre- 
tion of oestrogen. This extra oestrogen may explain the 
fact that Chu® was later able to show that thyroidectomy 
during pregnancy in the rabbit led to the resorption of 
embryos or the premature birth of dead foetuses. Preg- 
nancy induced in thyroidectomized rabbits by mating and 
injection of chorionic gonadotrophin is usually longer than 


1 Yale J. biol. Med., 1944, 17, 59. 
* Endocrinology, 1944, 34, 90. 
“J. Endocrinol, 1945, 4, 109, 


normal and also results in stillborn litters. The interpreta- 
tion of this result is, however, complicated by superfecunda- 
tion, since the extra follicles in the thyroidectomized rabbits 
respond to the ovulating injection of chorionic gonado- 
trophin, and at mid-term as many as 22 embryos may be 
present. Chu was successful in some cases in maintaining 
normal pregnancy in thyroidectomized rabbits treated with 
thyroid; ovulation was produced by mating in these 
animals. 

If the activated follicles do produce excess oestrogen, 
however, it is difficult to see why they persist, since it is 
generally accepted that excess oestrogen inhibits the pro- 
duction or secretion of follicle-stimulating gonadotrophin. 
Investigating this point, Chu and Lee‘ find that the ovarian 
inhibition caused by large doses of oestrogen in intact 
rabbits does not occur in thyroidectomized rabbits. The 
follicular hypertrophy produced by thyroidectomy may be 
inhibited by thyroid treatment, and if the doses of thyroid 
are large the ovary may even become atrophic. Sub- 
threshold doses of oestrogen insufficient to inhibit ovarian 
activity in intact rabbits were effective when given with 
thyroid, and administration of thyroid increased the ovula- 
ting activity of the rabbit hypophysis. These and other 
results lead the authors to conclude that thyroid secretions 
inhibit the secretion of follicle-stimulating gonadotrophin 
and stimulate the secretion of luteinizing hormone. It 
also appears that the effects of oestrogen on the follicle- 
stimulating activity of the pituitary are not direct and are 
either mediated by the thyroid or potentiated by thyroid 
secretion. 

If these findings are confirmed there is littie doubt that 
more account must be taken of the part played by the 
thyroid gland in the regulation of sex function. But at the 
moment the picture is by no means clear. 


SOME CAUSES OF SYNCOPE 


Fainting or syncope is a common enough occurrence, but 
it has many possible causes. A study of these is the basis 
of a recent article by Engel, Ferris, and Romano.*° Some 
causes are rare, but their possibility must be borne in mind. 
The ultimate reason for the loss of consciousness is cerebral 
anaemia. The two contributory causes of this are fall in 
blood pressure and diminished output of blood from the 
heart. Failure of return of blood to the heart, due to 
pooling, loss of vasomotor tone, fall in rate, contributes 
to these defects. In the majority of cases the diagnosis 
can be made with a fair degree of certainty by clinical 
means alone if the patient is seen at the time; a careful 
history of the circumstances of the attack and of any pre- 
monitory symptoms may even provide a diagnosis in retro- 
spect. The commonest group is that in which fainting 
results from a fall in blood pressure, which the authors call 
the vaso-depressor type. This includes what is more com- 
monly known as the vaso-vagal faint. The relative impor- 
tance of the vagal factor varies. In very sudden faints it 
may predominate, as Lewis pointed out long ago. In others 
the onset is more gradual and the vasomotor side is domi- 
nant; such cases may be purely psychological in origin. 
Sometimes a depressor reflex from the carotid sinus is over- 
active. This carotid sinus syndrome has attracted much 
attention, but in all probability it is rare, although a sensi- 
tive carotid sinus is not uncommon in the elderly. An 
interesting, though rare, type is true orthostatic hypoten- 
sion ; here there seems to be no control over the distribution 
of the blood in relation to posture. Possibly some lesion 
of the central nervous system lies behind it, or of the 
sympathetic. It can be caused artificially by very extensive 


4 J. Endocrinol., 1945, 4, 115. 
5 Cincinn. J. Med., 1945, 26, 93. 
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Complete cardiac standstill an- 
other cause. This may be reflex and provoked by stimula- 
tion of the carotid sinus. The standstill may affect only 
the ventricles, the auricles continuing to beat. These cases 
provide the Stokes-Adams syndrome. Many are due to 
failure in auriculo-ventricular conduction; but records, 
rarely obtainable, have shown that in others ventricular 
fibrillation or ventricular tachycardia is present. In a 
unique case described by Bruce Pearson’ there were 
prolonged complete cardiac standstil: and profound brady- 
cardia quite unaffected by atropine or anything else. Pos- 
sibly, in this instance, the sinus was in a state of diminished 
excitability. 

Occasionally fainting results from over-ventilation of 
the lungs. These patiefits are closely linked with those 
in whom hysterical fainting occurs. There is no change 
in the pulse rate, in colour, or in blood pressure ; nor does 
the encephalogram show the change to high-voltage deflec- 
tions which are constantly recorded in true syncope, thus 
differentiating hysterical “ fainting” from any real circu- 
latory disturbance. In old people syncope may be pro- 
longed and recovery slow, perhaps because of cerebral 
arteriosclerosis. The only valvular lesion with which syn- 
cope ts at all common is aortic stenosis, and that the type 
occurring in the elderly—fibro-calcareous stenosis. 

The authors stress the following points in the history : 
frequency of faints, posture, nature of provocative stimu- 
lus, duration, focal neurological symptoms, rate of recovery, 
biting of tongue, or incontinence of sphincters ; changes 
in colour, convulsive movements, sweating, changes in 
pulse and blood pressure; and physical examination of 
the heart. Information on these points will usually pro- 
vide a diagnosis. This is important, for fainting is always 
an alarming event for laymen and tends to arouse serious 
doubts as to the state of the heart. It will be seen that most 
cases are not serious in nature, but that a small minority 
are. 


INTELLIGENCE AND EPILEPSY 


The development of epilepsy in a previously healthy and 
intelligent child raises many grave problems for both 
parents and doctors. Among them is the question of 
education. Is it worth while for the child to embark upon 
a public school or university career, and is some measure 
of intellectual deterioration and impairment of memory 
to be anticipated or not? From a follow-up study made 
by Himler and Raphael* of 93 epileptic undergraduates at 
the University of Michigan it seems clear that the presence 
of seizures in individuals within the higher intelligence 
group need not necessarily constitute a barrier to academic 
training. Nor should it debar successful personal, social, 
and vocational adjustment after leaving college. Of the 93 
students, 63 (70°) secured fair or satisfactory academic 
grades, while only 22 (24%) were classed as unsatisfactory. 
The proportion of these students who graduated, or whose 
continuance at college gave promise, was from 65 to 70%. 
Graduates included three with medical degrees, six with 
law degrees, and eight with masters’ degrees. The authors 
also found that the seizures in college students generally 
ran a relatively benign course and responded favourably 
lo treatment. 

Yet another favourable conclusion can be drawn from 
a study of 186 normal and epileptic twins by Lennox and 
Collins.” Their data showed that with a good mental 
inheritance an epileptic patient is able to maintain a normal 
level of intelligence so long as there is no underlying gross 


Parkinson, J., Papp, and Evans, W., Brit. Heart J., 1941, 3, 171. 
? Brit. Heart Ob 1945, 7,8 
Amer. J. Prvchiat., 1945, ‘et, 760. 
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lesion of the brain—for example, injury or encephalitis. 
In other words, contrary to common medical belief, a 
normally intelligent person who develops idiopathic 
epilepsy is much less likely to deteriorate mentally than 
one who develops symptomatic epilepsy. 


ACTION OF CAFFEINE IN FATIGUE 


Most of us assume that the action of caffeine in relieving 
fatigue is an action on the brain, for it is Known to increase 
the speed at which work requiring mental concentration 
can be done. Recently, however, A. C. Ivy and his col- 
leagues' showed that in man caffeine increases the capacity 
for muscular work in subjects unfatigued, and also the rate 
at which the muscles recover from fatigue. These observa- 
tions suggested that caffeine might have a peripheral action 
on skeletal muscle as well as a central action ; this would 
add but one more to the many pharmacological actions of 
caffeine, which affects not only the brain but also the heart, 
the kidneys, and the bronchioles. Huidobro and Amenbar,- 
working in Santiago, have shown that caffeine has such an 
action. If in the anaesthetized cat the nerve to the quadri- 
ceps is stimulated—for example, 14 times in 10 seconds— 
the muscle gives a succession of regular contractions ; when 
an injection of 10 mg. caffeine is made into the femora! 
artery the contraction increases by 25%,. Huidobro and 
Amenbar also found that caffeine intensified the action ot 
prostigmin on muscle, and antagonized the action of 
curare, though the antagonism was brief. The relation 
between caffeine on the one hand and prostigmin and 
curare on the other indicated that caffeine might modify 
the action of acetylcholine on skeletal muscle. 

It is now generally recognized that the motor nerve trans- 
mits its impulse to the muscle chemically by the release of 
acetylcholine. Experiment showed the indication to be 
correct, for caffeine increased the contraction produced in 
skeletal muscle by the intra-arterial injection of acetyl- 
choline. Huidobro and Amenbar proceeded to examine 
the action of caffeine on the sympathetic ganglion, for here 
also the transmission of an impulse from the preganglionic 
to the postganglionic fibre is due to the liberation of acety|- 
choline. They determined the size of the response of the 
cat's nictitating membrane to a succession of injections of 
acetylcholine into the artery leading to the superior cervical 
ganglion, and showed that the interposition of an injection 
of caffeine increased the size of the response. These workers 
have therefore reached two interesting conclusions. They 
have shown that caffeine has a direct peripheral action on 
muscle by which the size of the muscle response to a given 
stimulus is increased. It is not clear that this effect is 
greater in fatigued muscle than in unfatigued muscle, but 
it is definite in both. Probably a liberal allowance of coffee 
or tea will benefit those suffering from myasthenia gravis. 
Certainly a cup of coffee is the right preliminary when we 
wish to try our strength at a fair. The second conclusion is 
that caffeine augments the action of acetylcholine not only 
in skeletal muscle but also in sympathetic ganglia; this 
should lead to a general investigation which may reveal 
that the same augmentation occurs in all organs where 
acetylcholine exerts an action. This would illuminate both 
the action of caffeine and the functions of acetylcholine, 
which is being seen to play an ever-increasing part in body 
processes. 


Lieut.-Col. Gordon King, R.A.M.C., sends the gratifying 
news that the B.M.A. library in Hong Kong was found to 
be almost intact, and it has been temporarily stored in the 
University Library. The library is the only part of the 
university which escaped destruction and looting. 
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TROPICAL MEDICINE IN WAR AND PEACE 


BY 
C. M. WENYON, M.D., F.R.S. 


In his presidential address to the Royal Society of Tropical 
Medicine and Hyg‘ene on the subject of tropical medicine in 
war and peace Dr. Wenyon pointed out that the need for 
sending large numbers of men to tropical and subtropical 
countries during the war had been a great stimulus to research 
into methods of treatment and prevention of diseases prevalent 
in these areas. Much had been done under the general heading 
of hygiene and sanitation, which includes feeding, housing, 
and clothing, and one sometimes wondered whether the low 
incidence of some of the food- and water-borne diseases might 
not have been due to these measures rather than to some of 
the protective inoculations to which the troops had been 
subjected. 
Position at End of Last War 

In considering the war which has just ended he was led 
to wonder what lasting progress in tropical medicine had been 
made in the previous war. It seemed to him that much of the 
information acquired then was of a negative rather than a 
positive nature. Thus, it was realized that quinine was not 
such a good drug as we had supposed. As a prophylactic 
even in maximal doses it failed to prevent malaria entirely, 
though he was convinced that attacks of malaria were less 
frequent and less severe under its use. It was also found that 
quinine was more active against Plasmodium falciparum than 
against P. vivax, so that when mixed infections were treated 
it often happened that infection diagnosed as caused by the 
former subsequently relapsed as a P. vivax infection. This 
was due to the tendency of P. falciparum to keep P. vivax in 
abeyance. When P. falciparum was eliminated by quinine, P. 
vivax, less susceptible to the drug, asserted itself later on. 
During the last war it was also found that emetine was not such 
a good drug as we thought. Though active in acute amoebic 
dysentery and hepatitis, it too often failed to eradicate the 
dysentery amoebae in chronic cases. Emetine bismuth iodide 
was introduced and found to be a better means of administering 
emetine in many of these cases. In the early days of the last war 
it was thought that practically all cases of dysentery were of 
amoebic origin—a conclusion which resulted in wholesale 
injection of emetine. It was only later that it was discovered 
that the bulk of the cases were bacillary in nature. For this type 
of dysentery treatment was by salines and serum, but Dr. 
Wenyon thought that the latter did little if anything to control 
the disease. It was during the last war that it was first realized 
how widespread was amoebic infection amongst apparently 
healthy people—so much so that any idea which may at first 
have been entertained of isolating and curing all carriers had 
to be abandoned. The criterion for treatment or invaliding 
became a clinical one. 

One of the main advances in tropical medicine in the last 
war was the demonstration by Leiper in Egypt that the two 
parasites Schistosoma haematobium and §. mansoni had exactly 
the same life history as that described by the Japanese for 
S. japonicum. Applying the technique which had been shown 
to him by Japanese helminthologists in Japan, Leiper quickly 
solved the bilharzia problem in Egypt, and thus showed that 
infection, there as in Japan, was acquired by wading or bathing 
in fresh water where infected snails were living. Another 
disease of importance in the last war was Weil's disease, our 
main knowledge of which again was due to earlier Japanese 
work. It was in the last war that Weil and Felix first isolated 
Bacillus proteus from the urine and blood of typhus patients 
and showed that the serum of such patients contained specific 
agglutinins against this organism. The reaction—the Weil- 
Felix reaction—had been extensively employed as a diagnostic 
procedure not only for louse-borne typhus but also for the 
typhus fevers 6f the Tropics. It was during this period that the 
louse was finally proved to be the vector of European typhus. 

When the Second World War broke out it seemed that 
tropical medicine was very much in the same position as at the 
end of the last war, except in two important respects. First, 
the Germans had introduced atebrin (mepacrine hydrochloride) 
for the treatment of malaria; and, secondly, Americans had 


discovered a satisfactory method of vaccination against yellow 
fever. It seemed reasonable to conclude that the immunity of 
our troops to yellow fever in West Africa and elsewhere was 
largely due to the wide use of this system of vaccination. The 
serious outbreak of yellow fever in the Nuba Mountains in the 
Sudan in 1940 is an illustration of what can happen when the 
disease breaks out in a non-immune population. 


Recent Advances in Malaria Treatment 


With regard to advances in tropical medicine in the present 
war malaria occupied first place. The loss of the quinine- 
producing countries to the Japanese created a very serious 
situation, particularly as there was some reluctance to accept 
mepacrine as a satisfactory substitute. In spite of the fact that 
many reports indicated that it was effective alike for treatment 
and prophylaxis it was thought that the evidence that it could 
be taken for long periods without endangering the liver was 
inconclusive, particularly as in certain trials the drug appeared 
to be toxic. Fortunately for the progress of the war, Brigadier 
Fairley took the matter up very seriously in Australia, and at 
the experimental malaria centre which was established at 
Cairns he carried out exhaustive experiments on volunteers who 
were infected by means of mosquitoes imported by air from 
New Guinea. Mepacrine, quinine, and other drugs were 
administered under strict control, while regular blood examina- 
tions and analyses were carried out. Frequently the presence 
or absence of infections was determined by the inoculation of 
250 c.cm. of blood into fresh volunteers. Often the men under 
prophylactic mepacrine were subjected to the most strenuous 
exercises and exposures with a view to imitating the severest 
active service conditions. The general outcome of this work, 
carried out with scientific thoroughness, was the clear demon- 
stration that one pill of mepacrine (0.1 gramme) a day was 
sufficient to prevent men on active service in the most highly 
mosquito infested regions going down with malaria. It was 
also shown that one pill a day could be taken indefinitely with 
no more ill effect than a yellow coloration of the skin. 

This dose of mepacrine was sufficient to eradicate entirely 
the malignant tertian parasite, but only kept in abeyance that 
of ben‘gn tertian malaria. In this respect mepacrine behaved 
like quinine. Attacks of benign tertian malaria occurred 
regularly after the cessation of prophylactic mepacrine when 
the malarial area had been left. S.milar good results had 
followed the use of mepacrine in Burma and West Africa— 
a fact which appeared to indicate that the Pacific strains of the 
malaria parasites are no more susceptible to the drug than 
those of other localities. Brigadier Fairley’s results convinced 
the most sceptical of military commanders, so that it was 
decided to enforce the one-pill-a-day regimen under strict 
military discipline—a decision which altered the whole course 
of the war in the South-West Pacific, Burma, and elsewhere. 

Various attempts had been made to trace the immediate 
development of malaria sporozoites after they had been 
injected by mosquitoes. The most successful work was that 
of the American investigators Huff and Coulson working with 
the chicken parasite, Plasmodium gallinaceum. They had 
shown that, injected into the skin of fowls, the sporozoite did 
not enter the red blood corpuscle but penetrated mononuclear 
tissue cells, where in 42 hours it had become a schizont, which 
broke up into 100 to 200 merozoites. These merozoites entered 
other similar cells and the process was repeated. As these 
exoerythrocytic forms reproduced, some of the merozoites 
eventually entered red blood corpuscles and started the erythro- 
cytic cycle. Now workers at Cairns had shown that after 
sporozoites had been injected into a volunteer his blood was 
infective to other volunteers for a few minutes, proving that 
sporozo tes circulated in the blood for this short period only. 
The blood then became non-infective and remained so for 
seven to ten days, when it again became infective. This negative 
phase occurred whether prophylactic mepacrine was being taken 
or not: but if it was being taken the following positive phase 
which also supervened lasted only two or three days in the case 
of P. falciparum infections, but persisted in the case of P. 
vivax infections. This seemed to indicate that the sporozoite 
of human malaria parasites, like those of the chicken parasite. 
reproduced first of all in tissue cells and only later invaded the 
erythrocytes. It also showed that mepacrine had no action on 
these tissue forms. It was lethal only to the stages in the 
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erythrocytes. As mepacrine entirely eradicated a P. falciparum 
infection it would seem that the tissue phase of this parasite 
was of short duration—perhaps two or three cycles only. The 
difficulty about these tissue forms of human malaria parasites 
was that they were at present purely hypothetical, as no one 
had yet observed them. Intensive researches were going on 
at the present time to discover such forms if they existed. 
From the point of view of malaria prophylaxis the discovery 
of D.D.T. was of the utmost importance. Used in sprays in 
enclosed places it would destroy all mosquitoes that entered, 
and employed on water it would kill all mosquito larvae. 
Simmons, working in the U.S.A., had recently shown that the 
use of 20 mg. of D.D.T. per square foot of surface in a room 
would lead to the death of 60 to 90% of all wild mosquitoes 
which entered 20 weeks later. On water 1/10 Ib. per acre 
would destroy all mosquito larvae. The discovery of dimethyl 
phthalate as an effective repellant was also of importance in 
malaria prophylaxis. It seemed that for the first time repel- 
lants had been discovered which actually did what was claimed 


for them. 
Typhus and the Dysenteries 


Another disease, Dr. Wenyon said, which threatened our 
troops in the South-West Pacific islands and Burma was scrub 
typhus. Here again, under the name tsutsugamushi disease, 
this rickettsial infection had been thoroughly investigated by 
the Japanese. The vector, being a mite, was very difficult to 
avoid, but it was found that dibutyl phthalate applied to the 
skin and to clothes and bedding not only repelled the mites 
but actually killed those coming into contact with it. A 
formalinized vaccine prepared from the lungs of nasally 
infected cotton-rats was in process of trial in Burma when 
hostilities ceased. Louse-borne typhus was a menace in North 
Africa, Iraq, Persia, and other places. A _ formalinized 
rickettsial vaccine prepared from egg-yolk cultures by the pro- 
cess of Cox and Craigie was employed, and it is reported to 
have given some protection. There was no doubt, however, 
that the use of D.D.T. as a dusting-powder and in solut’on for 
the impregnation of clothing had been the main reason for the 
low incidence of typhus fever and other louse-borne diseases. 
It had been shown that a soldier's shirt, once impregnated, 
would retain its insecticidal properties through many launderings 
—practically during the whole life of the shirt. Much attention 
during the war had been given to the possibilities of improving 
methods of diagnosis by agglutination and complement-fixation 
tests employing rickettsia as antigen, but for routine diagnosis 
the old Weil-Felix reaction had still to be relied upon. 

Under the heading of dysenteries the most remarkable result 
was the demonstration by Marshall and his co-workers in the 
U.S.A. that sulphaguanidine was almost a specific remedy. His 
results were quickly confirmed: in Egypt, and as soon as ade- 
quate supplies were forthcoming its use became general. It 
appeared that with the introduction of this drug bacillary 
dysentery ceased to be one of the major war problems. It 
seemed that sulphasuxidine, less readily absorbed from the 
intestine than sulphaguanidine, might be an even better drug 
for this purpose. At the outbreak of this war the method of 
treating amoebic dysentery was very much in the same position 
as it was in the last war. Emetine was being administered by 
subcutaneous injection or orally as emetine bismuth iodide, 
while this was supplemented by enemata of yatren or diodo- 
quin by the mouth. In spite of this treatment many cases 
proved resistant, particularly those with a long-standing colitis. 
In cases of this kind Lieut.-Col. Henderson noted that improve- 
ment often followed the use of penicillin or one of the sul- 
phonamides. This was due apparently to the eradication of 
secondary bacterial infections. He also noted that after this 
initial improvement the amoebic infection might be found to 
be susceptible to the routine anti-amoebic course of treatment. 
This observation disproved at once the view that cases resisted 
treatment because the amoebae had become emetine-fast. 
Actually there was no satisfactory evidence that emetine-fast 
strains of amoebae existed, 


The Transmission of Kala-azar 
During the war, bui not perhaps as the result of a particular 
war effort, an important investigation which had occup'ed the 
attention of workers in India for many years was brought to 


a successful completion. This was the study of the method of 
transmiss.on of kala-azar. The sandfly Phlebotomus argentipes 
was first suspected on epidemiological grounds. It was then 
shown that the leishmania developed into flagellates in the 
stomach of the sandfly and invaded the proboscis. Hamsters 
were infected by the bites of sandflies, and, finally, infected sand- 
flies were allowed to feed on five volunteers in a district where 
kala-azar did not occur. All five became infected. The whole 
of this investigation, occupying over 20 years, was an excellent 
illustration of team-work in which many people played a part. 
In the field of leishmaniasis another interesting development 
was the demonstration by Russian observers in Middle Asia 
that in certain localities where oriental sore was very common 
gerbils and sousliks acted as reservoirs for the human virus. 
In the burrows occupied by these rodents in the desert sand- 
flies lived and multiplied. The sandflies became infected from 
the rodents and handed on the infection to other rodents. In 
the burrows the climatic conditions were constant throughout 
the year, so that there was no seasonal incidence of the infec- 
tion. At certain seasons, however, sandflies left the burrows 
and passed on the infection to human beings. 

During the war outbreaks of schistosomiasis had occurred 
and attempts had been made to find better remedies than tartar 
emetic or fouadin, but, so far as Dr. Wenyon was aware. 
without result. Cases of filariasis had occurred in the South- 
West Pacific area, but there was still no remedy for this con- 
dition. The discovery of filariasis in the cotton-rat had led 
to this animal, as well as the dog, being used for experimenta! 
purposes. It might be that these animals would contribute to 
the discovery of a tredtment, which was long overdue. 


Future Teaching Facilities 

These, said Dr. Wenyon in conclusion, are some of the more 
important advances in knowledge of tropical medicine which 
have been made during the war, and they show what can be done 
when there is a sufficient incentive. Now that the war is over 
one wonders whether research in trop cal medicine will be carried 
on with the same enthusiasm and determination. In the U.S.A. 
interest in tropical medicine has increased steadily, so that there 
is hardly a trop‘cal disease which is not under investigation in 
some form or another at the present time. There is no doubt 
that the U.S.A. will continue to add much to our knowledge 
of this subject during the years that are before us. 

In this country the war has given rise to many difficulties, 
so that we are now in a much worse position than we were 
as regards facilities for teaching tropical medicine and caring 
for those returning to this country suffering from tropical 
diseases. Sir Patrick Manson. from painful personal experience 
in China, realized how essential it was to have in London a 
centre where tropical medicine could be taught to those who 
were going to practise in the Tropics. With the help of Joseph 
Chamberlain and the Seamen's Hospital Society, he founded in 
1899 at the Royal Albert Dock the School of Tropical Medicine 
and the Hospital for Tropical Diseases. This centre functioned 
very successfully for a number of years till shortly after the 
last war a move was made to the building at Endsleigh Gardens. 
This offered few if any advantages over the old school at the 
Albert Dock, except that it was more accessible for students 
and teachers. Later st.ll the London School of Hygiene and 
Tropical Medicine was founded as the result of a gift from the 
Rockefeller Foundation, and for the first time the School of 
Tropical Medicine which was incorporated was separated from 
the Hospital for Tropical Diseases. Before this there was 
established at Hamburg the Institut fiir Schiffs- und Tropen- 
krankheiten, on the pattern of the original centre at the Roya! 
Albert Dock. It possessed a hospital for-tropical diseases with 
an out-patient department, teaching laboratories, lecture 
theatres. and research laboratories. There is no doubt that it 
was planned on a more ambitious scale than the London 
School, but it was well organized, possessed a competent staff 
and was very successful in every way. 

It seemed to many who visited the Hamburg institute inex- 
plicable that it was not found possible for London—the centre 
of the British Empire, with all its colonial possessions and 
dependences in tropical lands—to have a Tropical Medical 
Centre at least as good as, if not better than, the one in Ham- 
burg, which has now been razed to the ground. During the 
war our facilities for dealing with tropical diseases and teaching 
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tropical medicine have not improved. The Hospital for 
Tropical Diseases had to be evacuated for reasons of safety. 
The building was subsequently badly damaged and as a hospital 
was finally abandoned. It has been taken over by the Govern- 
ment, has been repaired, and is now occupied by a department 
of the Ministry of Pensions. The London School of Hygiene 
and Tropical Medicine has also been damaged, so that there 
is hardly enough space available for the primary work of the 
School, which is not tropical medicine but hygiene with special 
reference to this country. For purposes of teaching and 
research in hygiene more space is required, so there is a danger 
that tropical medicine will be cramped for room, if not crowded 


out. 
A Great Opportunity 

It does seem that there is at this moment a great opportunity 
for establishing in London a Tropicai Medical Centre with a 
hospital, say. of 300 beds, for the care of sick people from the 
Tropics, laboratories and lecture theatres for the teaching of 
tropical medicine in close association with clinical teaching 
in the hospital, research laboratories in tropical medicine and 
allied subjects, and a well-advertised out-patients department 
where the many casual people from the Tropics who find them- 
selves ill in London could receive advice and treatment. To 
carry out such a plan satisfactorily it would be necessary to 
build, which is a difficulty at the present time, though provision 
for the care of the ever-increasing numbers of persons returning 
to this country suffering from tropical diseases and requiring 
special treatment might be a sufficient excuse for breaking the 
rule. It seems that if building is not possible at the moment 
a suitable site might at least be securéd before it is too late 
to obtain one and the site marked as the future Hospital for 
Tropical D.seases and School of Tropical Medicine. A great 
deal has been heard of colonial development and plans for the 
improvement in health and standard of living of the natives 
and others who reside in our tropical possessions. Large sums 
of money are spoken of as earmarked for these improvements. 
It seems that no single object would do more to bring about 
these results than the establishment—or rather re-establishment 
—in London of a Tropical Medical Centre. It would restore 
the position formerly held by this country in the field of tropical 
medicine, would be a monument to the many pioneers who 
devoted themselves to the study of tropical diseases, and would 
be a centre of tropical medical activity worthy of the British 
Empire. 


MEDICAL WAR RELIEF FUND 
AN APPEAL 


Five years have passed since an appeal to the profession for 
subscriptions to the Medical War Relief Fund was published 
by the newly established Committee of the Fund, composed of 
the Presidents of the three Royal Colleges in England, the 
President of the Royal Medical Benevolent Fund, and the 
Honorary Officers and Chairman of the Charities Committee of 
the British Medical Association. The response was immediate 
and gratifying, and many subscribers have not waited to be 
asked again but have sent frequent contributions throughout the 
five years of the Fund's existence. The generosity of the pro- 
fession has enabled the Fund to do grand work in helping 
British doctors to whom the war has brought acute financial 
difficulty and the widows and children of those who have lost 
their lives on the battlefields, on the high seas, and in the 
* blitz.” 

The time has come to appeal again. The Fund is now 
receiving more frequent applications for a larger measure of 
help than ever before, and probably the peak is still to come, 
Many medical officers released from the Services need very 
substantial assistance in re-establishing themselves in civil life. 
To help them effectively it is necessary to help them generously. 
The balance remaining in the Fund is only some £25,000, and 
it is expected that at least £100,000 will be required during the 
next year. 

The Committee of the Fund is deeply grateful for the sup- 
port received in the past. It appeals with confidence for con- 
tinued and increased support now. To provide the relief sorely 
needed by those who have risked much and suffered much and 
by the dependants of those who will not return is a debt of 
honour which the profession must not and will not fail to 


discharge. But a lot of money will be needed to “ finish the 
job.” Every member of the profession is asked to contribute 
as generously as his or her means permit, and the committee 
appeals particularly to the generosity of those who have 
escaped the major financial hardships suffered by so many of 
their colleagues in the “blitzed” and evacuated towns and 
districts. 

The fifth annual report of the Fund is published in the 
Supplement this week. The Honorary Secretary will gladly 
provide any further information desired. Cheques should be 
made payable to the Medical War Relief Fund and sent to the 
Honorary Treasurer of the Fund at B.M.A. House, Tavistock 
Square, W.C.1. A list of donations already received or 
promised in response to the new appeal is printed below. 

H. Guy Dain, Chairman. 
Joun W. Bone, Honorary Treasurer. 


Donations Received or Promised 


nee OS College of Physicians, London (2nd donation). 
£105.—Co Harrison, London (2nd donation); Dr. Wm 
Paterson, ieee. Grd donation); Sir Alfred Webb-Johnson, 
London (2nd donation). 

£100.—Mr. Noei F. Adeney, Bournemouth (2nd donation); 
Dr. Emily Mecredy, London; Northants Medical Charity (13th 
donation); Dr. C. J. Penny, Winchester (2nd donation). 

2 10s.—Prof. A. H. Burgess, Cheadle (3rd Rages Mr. W. 
Sampson Handley, London (2nd donation) ; Dr. P. H. Midgley, Hale, 
Ches. (2nd donation). 

Mr. John Bastow, Bath (2nd 
Dr. B. E. A. Batt, Bury St. Edmunds (2nd donation); Dr. J. 
Matthews, Downton (2nd donation); Prof. G. Grey Turner, Taplow 
(3rd 

£30.—Mr. Tudor Edwards, London (2nd donation); Dr. Peter 
Macdonald, York (2nd donation). 

£26 5s.—Dr. J. A. Brown, Birmingham (3rd donation); Sir Harold 
D. Gillies, London; Dr. W. F. T. Hauitain, Edinburgh (5th at 
tion); Mr. Eardley Holland, London (2nd donation); Dr. C. 
Lapage, om (4th donation). 

-—-Dr. J. W. Bone, Luton (3rd donation); Dr. H. Guy Dain, 
Birmingham (end donation); Prof. G. B. Fieming, Glasgow (Qnd 
donation); Dr. L. G. Glover, London (2nd donation); Dr. Charles 
Hill, London (2nd donation) ; Dr. J. A. McClintock, Church 
Streiton (7th donation); Lord Moran, London (2nd donation): 

Campbell Orr and Mrs. Orr, Wolverhampton (2nd dona- 

oth ‘Mr. H_ S. Souttar, London ‘(Qnd donation); Dr. C. M. 
Stevenson, Comte Grd donation); Miss Margaret C. Tod, 
Manchester; Dr. T. Whittington, London (2nd donation). 

£21.—Anonymous ; Hr. ‘ Brain, London (2nd donation): 
Dr. J. B. Jessiman, Malvern Link (2nd donation); Dr. Mary 
Fsslemont, Aberdeen (2nd donation); Sir Hugh Lett, Richmond (3rd 
donation); Dr. Colin D. Lindsay, Plymouth (3rd donation); Mr. 
R. J. McNeill Love, London; Miss Gladys M. Sandes, London. 

£20.—Dr. Thomas Fraser, Aberdeen (2nd donation); Mr. E. Lewis 
Lilley, Leicester (3rd donation); Dr. and Mrs. J. Vaughan Jones, 
Leeds (3rd donation); Mr. Donald Watson, Bradford (3rd donation). 

£15.—Dr. R. W. Cockshut, London; Dr. W. Cliff Hodges, 
Godalming. 

£10 10s.—Prof. Seymour Barling, Birmingham (2nd donation): 
Miss Margaret Basden, London (2nd donation); Dr. Geoffrey 
Bourne, London; Dr. D. W. A. Bull, Stony Stratford (3rd donation); 
Sir Farquhar Buzzard, Oxford —-_* donation); Mr. V. Zachary 
Cope, London (4th donation); Dr. R. W. Craig, Edinburgh (2nd 
donation); Sir Allen Daley, BAY (2nd donation); Mr. H. N. 
Fletcher, Hove (3rd donation); Dr. A. E. Gow, London; Dr. Frank 
Gray, London; Dr. E. A. Gregg, London (2nd donation); Dr. A. H. 
Habgood, Stony Stratford (2nd donation); Dr. L. Leigh Hadley, 
Birmingham (2nd donation); Mr. S. L. Higgs, London; Sir Robert 
Hutchison, Streatley (2nd donation): Dr. Agnes V. Kelynack, 
Harpenden; Mr. C. E. Kindersley, Bath (2nd donation); Dr. J. F. 
Lambie, Glasgow (Grd donation): Mr. S. Gray MacDonald, London 
(2nd donation); Sir Ewen Maclean, Cardiff (2nd donation); Mi 
W.#H. McMulien, London (3rd donation); Dr. and Mrs. A. Macrae, 
London (4th donation); Mr. R. L. Newell, Manchester; Mr. L. E. C. 
Norbury, London (2nd donation); Dr. W. H. Pollard, Birmingham 
Grd donation): Dr. H. W. Pooler, Ashover (2nd donation); Dr. 
A. M. Richards, Oxford (2nd donation): Dr. A. C. Roxburgh, 
London (2nd donation); Dr. S. Cochrane Shanks. London; Dr. § 
Watson Smith, Bournemouth (3rd donation): Dr. W. D. Steel, 
Worcester: Mr. W. E. Tanner, London (2nd donation). 

£10.—Mr. Victor Bonney, London (2nd donation); Dr. F. 
Chown, Penzance (2nd donation); Mr. C. B. Goulden, London; 
Dr. G. Graham, London (2nd donation); Dr. Arnold McMillan, 
New Romney (2nd donation); Mr. A. M. A. Moore, London (2nd 
donation): Dr. J. C. Muir, Box (2nd donation): Dr. Donald 
Paterson, London (2nd donation); Mr. G. A. Bagot Walters, Lincoln 
(Sth donation) ; Dr. N. E. Waterfield, Little Bookham (2nd donation). 

£6 6s.—Dr. C. G. Martin, London (2nd donation). 
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TUBERCULOSIS IN CHILDHOOD 


“The Papworth experiment proves conclusively that it is 
unnecessary for childhood tuberculosis to occur even where the 
danger of massive infection is potentially present. It shows that 
this can be achieved without break‘ng up the family and, so far 
as the children have been followed, the results have a 
more lasting value than even the most optimistic of Papworth’s 
supporters had dared to hope.” This statement was made by Dr. 
ALAN MowncriFFF in the course of delivering the third Varr er- 
Jones Memorial Lecture at the Hospital for Sick Children, 
Great Ormond Street, on Nov. 14. The chair was taken by 
Sir Wilson Jameson, Chief Medical Officer to the Ministry of 
Health. 


The lecturer expressed grave concern as to the adequacy of exist- 
ing methods of diagnosing, and combating, tuberculosis in child- 
hood. Not oniy was it more difficult to detect the early signs of 
tuberculosis in children than in adults; the measures to be taken 
after diagnosis presented many problems. Notification, indeed, often 
made it difficult for suitable treatment to be arranged, because it 
was by no means always desirable for a child to be sent to a 
sanatorium: yet failure to notify prevented the other and valuable 
parts of the antituberculosis machine from coming into action. 
The results disclosed by Dr. Brieger’s survey, The Papworth Families, 
proved beyond question Papworth’s remarkable success in protecting 
children against the disease, and Dr. Moncrieff added that “ much 
more could be done by local authorities to imitate the conditions 
achieved at Papworth.” 

A substantial proportion of the deaths from tuberculosis could 
be ascribed to infected miik. Compulsory pasteuriza‘ion of all milk 
would “ completely eliminate this menace,’ but meantime “ bovine 
tuberculosis must stiil be faced as a serious cause of easily prevent- 
able mortality in childhood.” 

Special chiidren’s diagnostic clinics as suggested by the British 
Paediatric Association should be set up for the full examination of 
children who had been in contact with cases of adult pulmonary 
tuberculosis. He cited a case in which a sick child, admitted to 
hospital with no obvious signs of tuberculosis, was found to be 
suffering from the disease. When the parents were examined it was 
discovered that the father, who had never been ill, was a sufferer 
too. But for the accurate diagnosis in the case of the child she 
might well have remained, all unknowing, in contact with the tuber- 
culous father, “and in such a case a fatal ending was more than 
likely.”” 

Where home conditions could not be altered so as to protect 
children against infection, Dr. Moncrieff recommended the- French 
Grancher system, under which children threatened by contact in- 
fection were boarded out in healthy families. He welcomed the 
news that a children’s hospital was to be built at Papworth. In 
conclusion he advised: (1) increased recognition of the dangers 
of “droplet” infection from adults; (2) improved machinery for 
accurate diagnosis: () an effort to realize Papworth conditions in 
all tuberculous households; and (4) improved institutional facilities 


for child sufferers from the disease and a greater use of boarding- 
out facilities for healthy contacts. The fulfilment of such a pro- 
gramme would “go a long way to stamping out an essentially 
preventable disease.” 


-— 


COVENTRY SEES IT THROUGH 


Besides the concentrated bombing attacks which it endured 
in 1940 and 1941, Coventry had a full share of the grimness of 
the home front during the war years. Among other factors 
menacing the city’s health were the shelter life of a large 
number of its inhabitants, the strain of concentrated effort in 
the munition factories, large-scale immigration of industria! 
workers, and domestic overcrowding. Nevertheless the health 
report for 1944, which discloses certain local facts and figures 
relating to the five previous years, shows that the health of the 
city has been maintained at a satisfactory level. Since local 
raids stopped in the summer of 1941 the population has grown 
progressively, and in 1944 it stood at close upon a quarter of 
a million, which is several tens of thousands above the pre- 
war level. The death rate in 1944 was 9.7, as against 10.3 for 
the previous year and 11.6 for England and Wales as a whole, 
while the infant mortality, 48.4 to 1.000 births, was the lowest 
since 1937 and compares with 52 for the large towns and 46 
for England and Wales. The comparative freedom from epi- 
demic influenza during the war years is a matter of comment. 
It is estimated that 87% of the school-children and 49%, of 
the pre-school children are immunized against diphtheria. One 
of the few shadows on the wartime health picture of Coventry 
is the increase in tuberculosis. During the last year 356 cases 
of pulmonary tuberculosis were notified, as compared with 231 
in the last pre-war year. This higher incidence is attributed 
to the strain of war work and the limitations placed upon 
ventilation of homes and work-places by the black-out; the 
wartime dietary also cannot be exonerated. Venereal diseases 
make another blot on the record. The total number of new 
cases appearing at the treatment centres in 1944 was 1,322, a 
higher number than in any war year and comparing with 57! 
in 1938. The bombing has left a legacy of domestic over- 
crowding, damaged houses in occupation, and rat infestation of 
bombed sites which has taxed the sanitary resources of the city 
to the full. 


CLINICAL PATHOLOGY IN CZECHOSLOVAKIA 


A recent development in the organization of the medical services 
of the Czechoslovak Republic is the formation of the Czecho- 
slovak Association of Clinical Pathologists. This step was 
closely linked with those steps taken by the Ministry of Health 
for the establishment of a penicillin service. Shortly after thy 
liberation of Czechoslovakia the Ministry called upon Docent 
Dr. Vanicek, of the State Institute of Public Health at Prague. 
to organize this service. 


It was decided to set up 22 stations for the distribution of 
penicillin, and on June 12 a meeting of the officers in charge of 
these stations was held at the State Institute under the chairmanship 
of Dr. Vanicek. At this meeting the need for some organization 
designed to bring pathology into close relation with clinical medicine 
became evident, and Dr. Vanicek and Dr. F. Pick, secretary of the 
European Association of Clinical Pathologists, who had recently 
arrived in Czechoslovakia from this country as a member of the 
first medical mission, were instructed to take steps for the formation 
of a society having this aim. At a second largely attended meeting 
held in Prague on July 10, with Dr. Vanicek in the chair, the whole 
question of the future organization of clinical laboratory work in 
Czechoslovakia was considered, and it was then decided to form 
a Czechoslovak Association of Clinical Pathologists and further that 
this should be a branch of the European Association. In Czech, 
as in all Continental languages, there is no term eauivalent to the 
English “ clinical pathologist *; the meeting decided to adopt the 
literal translation of “ kliniky patholog.” 

The first general mecting of the new association was held at 
Praeue on Oct 18. Dr. S. C. Dyke, president of the European 
Association of Clinical Pathologists, was invited to be present, but 
owing to delay in transport he did not arrive until the day after the 
meeting. Over 100 medical men and women attended the meeting, 
at which there was a thorough and searching discussion of the future 
organization of clinical pathology in Czechoslovakia. In view of the 
fact that Dr. Dyke had arrived too late to attend the general meet- 
ing of the Association of Clinical Pathologists. a special meeting of 
medical men and women was called at the Prague Medical Institute 
under the chairmanship of Dr. K. Machdcek, of the Ministry of 
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Health, at which Dr. Dyke, by invitation, spoke on “ Clinical 
Pathology in England.” Dr. Dyke spoke in English, with which the 
audience showed perfect familiarity, and the address was followed 
by a discussion. 

The whole question of the future organization of the medical 
services of the Czechoslovak Republic is now engaging the lively 
attention of the medical community of that country, and there is 
the keenest anxiety to learn how medicine in all its branches has 
been developing in England during the years of separation of the 
two countries enforced by the war. 


ROYAL MEDICAL FOUNDATION OF EPSOM 
COLLEGE 


Annuity, Scholarships, and Grants 


The Conjoint Committee of Epsom Coliege will in February, 1946, 
award an annuity of £34 to a spinster daughter of a duly qualified 
medical man. Candidates must be not less than 65 years of age, 
and their annual income must not exceed £120 irrespective of help 
from the Royal Medical Benevolent Fund. 

Educational grants will be also available in February from the 
Sherman Bigg Fund for children of either sex. These grants are 
not restricted to orphans or to members of any religious denomina- 
tion, but candidates must be of public school age and in need of 
such help. 

From the Eastes Trust grants are available for the relief of 
registered members of the medical profession of any age, their 
widows and orphans, and educational assistance for daughters or, 
failing them, sons of deceased male members, or full orphans, one 
or both of whose parents were members of the profession. 

The Council of Epsom College will in March, 1946, award St. 
Anne’s Scholarships to girls attending Church of England schools. 
Candidates must be fuily nine years of age, and must be orphan 
daughters of medical men who have been in independent practice 
in England or Wales for not less than five years. The value of each 
scholarship depends on the means of the applicant and the locality 
and fees of the school chosen. 

Forms of application for the vacant annuity, scholarships, and 
grants can be obtained from the Secretary, at the Secretary's Office, 
Epsom Coliege, Surrey, and must be completed and returned by 
Jan. 18, 1946. 


HELP FOR HOUSEHOLDERS IN CASE OF EPIDEMICS 


The Minister of Health, in consultation with other Ministers, 
has considered the action which should be taken to assist house- 
holds if infectious disease should assume serious epidemic 
proportions this winter. The Minister has primarily in mind 
the poss bility of an influenza epidem'c not requring admissions 
to hospital on a large scale. and the arrangements are framed 
accordingly. Steps have been taken to reinforce, so far as 
practicable, the defences against the introduction and spread of 
dsieases from abroad, and the maintenance of the physical con- 
diton of the populat’on so as to promote resistance to epidemic 
infections has been kept constantly in view by the Government ; 
but the Minister thinks that local plans made in advance of a 
possible emergency will be a valuable additional insurance, 
wh'ch local authorities will wish to do their best to provide in 
conjunct'on with the Government Departments concerned. 
The main types of assistance which the Minister has in mind 
are in respect of doctors and nurses, help in the home, and 
provision of meals. 
Doctors and Nurses 

Arrangements have been made under which, in districts where 
the need is urgent, medical officers of the Services will give such 
help in civilian work as their duties permit. The War Office have 
also agreed to reinforce the civilian pharmaceutical services by the 
loan of a number of R.A.M-C. “ other ranks * and V.A.D. members 
who are qualified pharmacists. Medical officers of health are being 
advised by the Minister’s Chief Medical Officer on the methods of 
applying for help. 

So far as nurses are concerned, the resources of the National 
Nursing Reserve, which is about to be set up, will be available. 
Authorities should also consider in what ways assistance can be 
given by ‘he diversion or adaptation of existing services—e.g., health 
visitors and school nurses. The British Red Cross Society and 
St. John Ambulance Brigade will help in many areas, and in some 
it may be possible to enlist the services of former volunteer helpers 
at first-aid posts and rest centres to act as auxiliary nursing 
personnel. 

Help in the Home 

Welfare authorities have power to provide home helps under their 

general welfare powers, and domestic helps under Defence Regula- 


tion 68E, and plans should be made temporarily to develop these 
services as widely as the statutory authority permits. It may be 
possible to draw up reserve lists of those willing to serve in an 
emergency in these services. The W.V.S., the British Red Cross 
Society and St. John Ambulance Brigade, and other voluntary bodies 
wili also be able to provide help in many areas. Generally the 
object would be that these services should operate without any delay 
on request from a doctor, a nurse, a health visitor, or a hospital; and 
that there should be some simple machinery for considering requests 
from other sources. The Ministry of Food and the Ministry of 
Education will be prepared, in an emergency, to facilitate arrange- 
ments on a payment basis for the provision of meals from British 
Restaurants and school canteens. 

The Minister has consulted the headquarters of W.V.S., the 
British Red Cross Society, and the-St. John Ambulance Brigade, and 
they have promised to help in the organization of these advance 
plans, and in the operation of them if this becomes necessary. An 
emergency of the kind contemplated would require the fullest 
exercise of local initiative and resource. I may be possible in some 
areas, where the Civil Defence services were ciosely knit, to repro- 
duce wartime arrangements for mutual aid on a street basis, backed 
up by the local authority’s resources as necessary. 

A copy of the circular, which gives this information in detail 
and much general guidance for local authorities, has been sent by 
the Ministry to each medical officer of health. 


MENTAL HOSPITALS IN WARTIME 


The use, because of war conditions, of mental hospitals by the 
Emergency Medical Services of the Ministry of Health for the 
civilian sick may have helped to do away with some of the appre- 
hension and suspicion with which they are regarded. This is one of 
the conclusions drawn by the Board of Control, in its 31st annual 
report,* from the fact that during the war years there has been a 
decrease in temporary and certified patients but an increase in the 
number of voluntary admissions to mental hospitals. 

The steady increase in the number of voluntary patients has con- 
tinued, and there are ciear indications that the average period of 
stay in hospital has diminished. This change is due in part to the 
application of modern methods of treatment, but mainly, in the 
Board’s view, to the fact that patients in recent years are being 
admitted to hospital at an earlier stage of the illness. The develop- 
ment of out-patient clinics has resulted in a wider appreciation of 
the work of the psychiatrist, psychologist, and social worker, both 
inside and outside mental hospitals. Many patients who hitherto 
feared to admit that they were ill are now ready to accept treatment. 

Future developments recommended by the Board include more 
adequate facilities for diagnosis and treatment of both adults and 
children, with a wider range of contacts with schoois, industry, the 
Courts, and the community generally. It hopes that such develop- 
ments will be facilitated as a result of the inclusion of the mental 
health service within the scope of the National Heaith Service. 

Dealing with the considerable proportion of old people in mental 
hospitals, the report mentions the general belief that persons of 65 
and over no longer find the comfortable piace in the family circle 
which they enjoyed in the Victorian era. While this may be true 
there was actually a fall in the proportion of the admissions of old 
people in relation to the population in this age group at 1921 and 


1931. 
After-care for Ex-Service Cases 

Further references are made to the scheme for providing after- 
care for members of the Forces discharged from special hospitals 
and centres on account of psychiatric disability. Arrangements were 
made early last year for the inclusion of merchant seamen. The 
total number of cases referred to the Board during 1944 was 2,651, 
but in addition many other ex-Service cases were brought to the 
notice of the Provisional National Council for Mental Health by 
Government Departments and voluntary organizations. Problems 
dealt with by the psychiatric social workers engaged in the scheme 
have been mainly those arising from the patients’ mental condition, 
re-establishment in employment, family relationships, housing and 
furnishing difficulties, and financial worries. The year’s experience 
of the working of the scheme indicates that it has afforded much- 
valued assistance to patients needing a specialized form of he!p 
which would not otherwise have been available. 

At the end of 1944 the number of persons suffering from mental 
disorder notified as under care in England and Wales was 146,268 
(males 62,518, females 83.750), a decrease during the year of 1,289 
compared with a net increase of 39 in 1943. The average annual 
decrease for the five years up to 1944 was 2,182, compared with 
an average annual increase for the period 1934-8 of 1,691. Of the 
patients 87% were under care in mental hospitals provided by 
local authorities. 


* For reasons of paper economy, the report is not being printed 
or put on public sale at present. . 
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R.A.F, PHYSICAL MEDICINE ESTABLISHMENT 


At 1, Sussex Place, Regent’s Park, London, in bright surroundings 
free from any hospital atmosphere, the R.A.F. has a_ physical 
medicine establishment providing facilities for early treatment of 
cases of injury to muscle and joint structures. The main objects 
of the work there are: (1) to prevent the late and crippling results 
which follow damage to muscles and joint structures and often lead 
to a varying degree of permanent. disability; and (2) the treatment 
of chronic conditions of muscles and joints which have followed 
injury, operations, and disease changes not adequately treated in 
the early stages. The department, which started with one room and 
one half-time Service-trained masseuse in October, 1942, is now 
giving about 7,000 treatments a month, and has ten masseuses and a 
radiographer. The majority of the cases fall into seven greups: 
(1) Minor strains of muscles, ligaments, and other joint structures. 
(2) More serious strains of muscles and sprains of other joint struc- 
tures, causing partial or total incapacity. (3) Atonic and wasted 
muscles after injuries of all kinds, including after-effects of disloca- 
tions and fractures and certain types of early periarticular arthritis. 
(4) Adhesions, many cases of which are treated by manipulation 
to free the adhesions, followed by graduated muscular contractions 
for muscular wasting. (5) Fibrositis. (6) Early periarticular arthritis. 
(7) Early osteo-arthritis. 

On Nov. 9 Princess Alice and the Earl of Athlone made a tour 
of inspection of the establishment, being received on arrival by 
Air Cdre. J. Kyle, Sir Morton Smart, and Squad. Ldr. B. Kiernander, 
who is in charge at Sussex Place. They were shown some of the 
treatment that the patients undergo—including exercises, massage, 
galvanism, graduated muscular contractions. They also saw typical 
cases, among them that of a Dutch air gunner whose right elbow 
had been shattered. The visit concluded with two films, one of 
them—exhibited for the first time—demonstrating how muscles may 
be made to react by electrical stimulus. 


Reports of Societies 


PLACENTA PRAEVIA 
Three contributions on placenta praevia, giving the tabulated 
experience of this condition at three maternity hospitals over 
a number of recent years, were submitted at a meeting of the 
Section of Obstetrics and Gynaecology of the Royal Society of 
Medicine on Nov. 16. Prof. F. J. Browne presided. 


Reduction of Foetal Mortality 

Mr. C. H. G. Macaree (Royal Maternity Hospital, Belfast) 
based his remarks on 191 cases (including 24 private cases) from 
1937 until Sept. 30 last. There were one maternal death (0.52%) 
and 42 stillbirths and neonatal deaths (22%). When the foetal 
mortality was corrected by the elimination of abnormalities, 
such as anencephalia, from the stillbirths and of gastro- 
enteritis from the neonatal deaths, it was only 18.8%. In an 
earlier series of 76 cases from 1932 to 1936 the maternal mor- 
tality was 2.6% and the foetal mortality 51.3. 

The two main objectives in dealing with placenta praevia 
were to reduce the foetal mortality without unfavourably 
affecting the maternal condition and to keep an open mind 
concerning treatment. One of the causes of foetal mortality 
in placenia praevia was prematurity. In the later years of the 
period under review the attitude adopted had been that placenta 
praevia was not an obstetric emergency which must necessarily 
receive active treatment on the first haemorrhage, and this 
attitude had much enhanced the infant's chances of survival 
by lessening the complication of prematurity. In this new series 
of cases approximately 40% of the stillbirths and neonatal 
deaths occurred in the first two years of the period. In 1944 
there were only three such deaths, representing 16.6°, of the 
cases, and in the first nine months of this year only one death 
(6.4°.). The type or degree of placenta praevia had an impor- 
tant influence on treatment. Incidentally he pleaded for the 
removal from obstetric literature of the terms “ lateral,” 
“ marginal,” and “central,” which were not consistently used 
by writers. The insertion of the cord in relation to the separated 
area of the placenta was important and accounted for a certain 
unavoidable foetal mortality. If the cord were inserted at the 
lower edge of the placenta where the separation occurred the 
child was unlikely to survive and often died from the initial 
haemorrhage. 
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Vaginal examination must be carefully considered. The 
decision as to when this examination should be carried out must 
be made by someone with experience, not by the junior resident 
medical officer. With a few exceptions a vaginal examination 
had been made in all cases in his series, but not until al! 
preparations were ready for carrying out whatever treatment 
was most appropriate for the individual case. Therefore the 
examination had been postponed until the termination of 
expectant treatment. The cervix and vagina should, of course. 
be inspected by the speculum after the first haemorrhage. He 
submitted that vaginal examination was an essential part of 
treatment for the foliowing reasons: (1) it was not possible to 
diagnose placenta praevia on the character of the haemor- 
rhage ; other causes of bleeding had been met with which would 
have been impossible to distinguish apart from vaginal examin- 
ation ; (2) the diagnosis of placent praevia should not be made 
unless the placenta had been felt in the lower uterine segment ; 
and (3) it was only after making a vaginal examination that 
the type of placenta praevia and the best method of treatment 
could be decided. Mr. Macafee showed the following Table: 


No. of Stillbirths Per 

Methods of Treatment Cases or Died cent 
Artificial rupture of membranes ‘ S4 7 130 
Artificial rupture of membranes and 21 9 42-8 

Willett’s forceps 

Version 23 18 783 
Caesarean section 7 2 2:5 
Breech .. 6 5 83:3 


One maternal death followed a Caesarean section, and was 
due to a staphylococcal septicaemia—a maternal mortality rate 
for Caesarean section of 1.27%. 

In the light of the excellent results recently published Mr. 
Macafee thought that as obstetricians they must revise their 
attitude towards the maternal and foetal mortality associated 
with placenta praevia. This mortality had been regarded as 
inevitable in the past ; he believed it could be radically reduced, 
and that within ten years from now workers might be presenting 
results to the Section which would eclipse anything presented 
that night. He added that his own results were due to the 
collaboration of many individuals, including general prac- 
titioners, the hospital residents, the blood transfusion service. 
the anaesthetists, and, not least, the patients themselves. With 
more team work he felt that he could approach these cases with 
greater confidence. 


Factors Making for Improved Results 

Mr. LeonarD PHiLuips (Queen Charlotte's) said that in 1933 
at his hospital a system of allocation of cases was organized 
whereby any member of the staff could have in his care the 
particular type of case in which he was most interested, and 
it became his privilege to deal with cases of placenta praevia 
over a period of about five years. During that time 143 con- 
secutive cases were treated. The maternal mortality rate in 
placenta praevia had been considerably reduced over the last 
ten or fifteen years. Formerly 10 or 15% mortality was quite 
common ; 5°% was now more usual, and there were series of 
cases which showed much lower mortality rates than that. The 
principal procedures had not changed much during twenty- 
five years and the conditions surrounding the cases were very 
much the same, yet the results had improved. 

The first important factor responsible for improvement was 
that cases were sent into hospital in a better condition. Years 
ago any general practitioner felt himself able to deal with any 
case of placenta praevia, even under the most disadvantageous 
conditions, in the patient's home. Now the patients were sent 
into hospital, usually after the first warning haemorrhage. A 
second factor was the increased use and better technique of 
blood transfusion. Mr. Phillips placed this as the principal! 
cause of the good results in his own cases. With a modern wel! 
equipped and staffed general hospital deaths from haemorrhage 
should be very rare, and if a patient arrived in good condition 
and died of haemorrhage from placenta praevia it should be 
taken as a personal reflection. 

Another factor in improvement was the extended use of 
Caesarean section. He recalled a meeting at the Royal Society 
of Medicine twenty-five years ago when Dr. Herbert Spence: 
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declared that he had treated many cases of sini praevia 
and had never found it necessary to do a Caesarean section. 
At the same meeting, however, Prof. Blair-Bell said that in 
nearly all the cases of placenta praevia that came to him he did 
carry out Caesarean section. To-day Mr. Phillips thought 
that it would be difficult to find any consultant of experience 
who could say that he had not done a Caesarean section. 
His own feeling was that all cases of complete placenta praevia 
ought to be so treated, as well as a number of others with 
conditions he described. Another reason for the extended use 
of Caesarean section nowadays was the different attitude 
towards the child. They still believed that the child should not 
be considered at the expense of the mother, but it was very 
difficult to say sometimes whether Caesarean section was at her 
expense or not. In these days of single children and spaced 
families, where very often a placenta praevia baby was one 
which came after ten years of married life, or where the mother 
herself demanded that Caesarean section should be done, the 
Position was difficult, and they were all aware of the psycho- 
logical damage that might be done to the mother as the result 
of a lost baby. Moreover, they were now very much better 
at dealing with premature babies. 

Mr. Phillips then showed an analysis of his 143 cases. There 
had been two maternal deaths, both in the marginal type of 
case ; there were no deaths in the lateral type or in the com- 
plete placenta praevia type. The stillbirth rate was about 50°,. 


Method of Treatment | | 

Artificial rupture of membranes and 54 | 0 21 

binder 
Bringing leg down... 15 0 14 
Caesarean section 9 0 0 
Caesarean section with plugging aa 6 0 1 
Plugging with rupture of membranes 59 2 39 

and binder | 


Looking back on these cases he saw that he had made a 
number of mistakes. He no longer treated these cases as emer- 
gencies, he left them alone and waited until they bled, and if 
they bled heavily he then dealt with them along these lines. 
In another series of cases he thought he would do less plugging 
and more Caesarean sections. 


Antepartum Haemorrhage in General 

Miss JOSEPHINE BaRNES (University College Hospital) dealt 
with the subject in relation to the general problem of ante- 
partum haemorrhage. She said that there was a great deal of 
confusion over the classification of cases of antepartum 
haemorrhage and also the diagnosis and classification of 
placenta praevia. From 1927 to the end of 1944 there were 
538 cases of antepartum haemorrhage admitted to the obstetric 
hospital at University College. Of this number 21 were 
delivered outside the hospital. The remaining 517 were 
classifiable as follows: 


Accidental antepartum haemorrhage. 73 
Antepartum haemorrhage of uncertain origin 
Antepartum haemorrhage from extraplacental lesion ; - 19 


A case was not accepted as being one of placenta praevia 
unless the placenta was either felt from below or was found in 
the lower uterine segment after section. Among these 517 
cases the maternal deaths numbered 14 (2.7%) and the stillbirth 
or neonatal mortality (520 infants) was 192 (36.9%). Among 
the cases of placenta praevia alone the maternal mortality was 
2.9°, and the stillbirth or neonatal mortality rate 52.1%. 

She went on to discuss the various methods of treatment. In 
cases of placenta praevia the methods of treatment adopted and 
the proportion of fatal results were analysed in the following 
Table: 


| No. of Maternal | Foetal 


Method of Treatment Cases Deaths | Deaths 
Caesarean section... 38 (26°) | 7 (184%) 
Bringing down a leg .. we A 39 i Oo 38 (97-4%) 
Willett’s forceps 36 | 2(5-6%) | 17 (47-2%) 
Artificial rupture of membranes 0 4 (364%) 


The mortality in’ what was known, 
according fo the University College Hospital classification, as 


the second of the four ili of placenta praevia. Like 
Mr. Macafee, she contended that classifications like “ mar- 
ginal,” “lateral,” and so forth should be set aside. 


PLASTIC SURGERY 


At a meeting of the Section of Surgery of the Royal Academy 
of Medicine in Ireland on Oct. 12 Mr. A. B. CLery emphasized 
the necessity for an adequate case history in all conditions 
requiring plastic surgery. The cosmetic result was often as 
important as the functional result in the surgery of the face. 
All operations should be regarded as individual procedures and 
should not be stereotyped. He preferred general anaesthesia 
to local for large skin grafts or for operating on big scars, and 
used it exclusively in children; the intratracheal tube was 
necessary in oral surgery. With local analgesia premedication 
should be sufficient to ensure tranquillity in the patient; the 
local analgesic should be injected under the skin before making 
the injection along the line of incision. Deeper tissues could 
be infiltrated with a half-strength solution. Chemotherapeutic 
substances, such as penicillin and the sulphonamides, were only 
adjuncts to good surgery. Special precautions should be taken 
to avoid sepsis in operations in the oropharynx. Delicate 
instruments and very fine ligature material should always be 
used to avoid tissue trauma. There should be no tension on 
the immediate neighbourhood of the skin incision, and flaps 
should be well relaxed. When tension was unavoidable it 
should be widely dispersed. Deep relaxing sutures, tension 
bows, and pre-operative massage were valuable. 


Types of Operation 

The local advancement of flaps after resection was particu- 
larly useful in cases of hare-lip, birthmarks, moles, and the 
smaller scars. The lower lip was well reconstructed by rotation 
of the upper lip into the lower after a V section and wide under- 
cutting. The main difficulty in utilizing the same operation for 
the upper lip was that the nose became compressed. To avoid 
this Mr. Clery advised the excision of segments of the skin of 
the cheek. 

In cases of facial injury, because of the very good blood 
supply in this region, much débridement was not needed : 
sutures should be of fine nylon. If there was much tissue loss 
in the cheek region it might be advisable as a primary pro- 
cedure to suture the mucosa to the skin in order to cut off 
sepsis ; at a later stage plastic repair could be effected. 

Keloid scars should be excised, and the area treated with a 
three-quarter erythema dose of x rays. In the repair of eye- 
lids, neighbouring tissues might be advanced and utilized by 
undercutting and suturing ; inlay skin grafts could be employed 
sometimes. For repair of the nose a modification of the old 
Indian forehead operation could be used, but if the forehead 
was scarred a tube graft from the abdomen might be transferred 
to the face via the wrist. The modern tendency was to use full- 
thickness skin grafts in rhinoplasty ; these must be free of fat. 
of the exact size, accurately stitched, and kept under a pres- 
sure equal to 30 mm. of mercury for fourteen days. Unlike 
full-thickness grafts, split skin grafts could survive in the 
presence of sepsis and could be used on granulating areas—for 
instance, burns. 


The annual general meeting of the Association of Anaesthetists 
of Great Britain and Ireland was held under the presidency of 
Dr. A. D. Marston at the Royal College of Surgeons of England on 
Oct. 31 and was attended by over 100 Feilows and Members. The 
business meeting took place in the afternoon and was followed 
after tea by three films demonstrating various anaesthetic techniques. 
A very successful dinner was held in the College in the evening, at 
which Sir Alfred Webb-Johnson, P.R.C.S., was the guest of honour. 
Next morning members attended operating sessions which had been 
arranged at the Middlesex, the Royal Cancer, St. Thomas’s, and 
Westminster Hospitals. 


G. Neubauer (Arch. Dis. Childh., 1945, 20, 81) examined 36 cases 
of cardiac complications among 602 cases of scarlet fever between 
August, 1943, and August, 1944, with the following results: 29 
cases presented as myocarditis, 2 as partial auriculo-ventricular 
block, 4 cases as endocarditis, and 1 died of auricular fibrijlation. 
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Correspondence 


Medical Future of the Colonies 

Sir,—It is to be hoped that the leading article in the Journal 
of Nov. 17 on the medical future of the Colonies will arouse 
interest in the profession, and particularly among its younger 
members. I cannot pretend to be an authority on such matters, 
but for two years during the war I was consulting surgeon, 
East Africa Command, and in that capacity travelled widely in 
Kenya, Uganda, Somaliland, Abyssinia, Mauritius, and the 
Seychelles. I also visited Madagascar twice. These journeys 
gave me some idea of the immensity of the problems which face 
colonial medical services and of the difficulties which beset the 
medical officers belonging to them. Also, at the invitation of 
General Van Hoof, Director-General, Medical Services, I made 
a fortnight’s tour of the Central Provinces of the Belgian Congo, 
and might have gone much further had not difficulties of air 
transport back to Kenya prevented this. I was much impressed 
by the efficiency of the medical services in that region—more 
efficient than our own because, so far as I could judge, much 
more money was available and also because the natives were 
under a far stricter medical discipline than is encouraged in 
British possessions. 

The chief advantage gained by a doctor from colonial medical 
service is a unique opportunity of studying disease in all its 
forms; the chief satisfaction which he gains is that he can 
achieve so much by his own personal endeavours. The chief 
disadvantage is that he is cut off from association with other 
doctors, and completely separated from the great centres of 
learning which are found so close at hand in civilized countries. 
True, the bigger towns have their medical societies ; in Nairobi, 
for example, there is a vigorous branch of the B.M.A.; but 
doctors in remote places are utterly without such contacts. If 
the best men are to be encouraged to make their careers in such 
a service frequent opportunities to refresh their knowledge 
must be provided. Opportunities to return to England for 
courses of instruction must be much more readily available than 
hitherto. It is not only in England that such postgraduate 
study need be sought; Johannesburg and Capetown already 
play their part in such train.ng. And in Central Africa at 
Kampala in Uganda is Makerere College and its medical school 
(Mulago), which is devoted to the training of African medical 
students. The Colonial Medical Service have wise plans to 
develop this. 

The needs, as it seems to me, are money and more staff, and 
it is to this latter point that | venture to draw attention. 
Splendid work is being done there and the opportunities for 
study are unique. No young doctor of first-class ability could 
fail to benefit from spending some time as‘ a member of the 
staff of Mulago. But if he goes there, must he go for ever? 
Will his own or some other teaching hospital forget him because 
he has gone ? Will such distant absence cause him to miss a 
vacancy on the staff at home? Now, if a really close liaison 
between Mulago and the teaching schools of this country can 
be established, so that to have held a post there for a period 
shall count strongly in a man’s favour, then certain advantages 
will accrue. It should be poss.ble not only to develop further 
the training of Africans as doctors but to establish, thus helped 
by an enlarged and varying staff, a readily accessible post- 
graduate centre for the medical services of Africa—both native 
and European.—I am, etc., 


London, W.1. R. OGreR Warp. 


Sirn,—The leading article on the medical future of the 
Colonies contains statements and makes assumptions which 
cannot be allowed to pass unchallenged. 

Conditions vary so greatly in different parts of the Empire 
that generalization is hazardous. The article in question is 
obviously written from a West African view-point, and many 
of the defects, described as productive of that popular bug- 
bear. “the feeling of frustration,” are certainly not universal. 
And, to judge by your correspondence columns, this feeling of 
frustrat‘on is not unknown in the medical services of the Navy 
and Army. 


As manifested by “ grousing,” the feeling of frustration is, 
moreover, by no means restricted to the mecical services in the 
Colonies. But it is almost restricted to those who, lacking re- 
sources in themselves, are quickly disgruntled when deprived 
of the amusements—cinemas, public houses, and dances—to 
which they have been accustomed. The innumerable objects 
of interest by which they are surrounded in the Tropics have 
no appeal for them. Such persons are unsuitable for colonia! 
service. Unfortunately, the notorious difficulty of getting rid 
of officials in a public service ensures their remaining in it, 
to poison the minds of younger officers. For, strange to relate, 
the very last thing these men desire is release from the service 
of which they have so much to complain. The removal of the 
difficulty in dispensing with the services of such undesirable 
officials is one of the most urgently needed reforms. 

The familiar misstatement that what “can be done in war 
can likew.se be done in peace ™ finds a place in the article. One 
had thought that this fallacy had long been exploded. The 
improved physique and mental alertness of the African, to 
which reference is made, was achieved by extremely generous 
rations (much of which was wasted) provided at the cost of 
severe shortage of food, amounting in at least one instance to 
famine, for the civil population. The response of the African 
to good food and living conditions is no new discovery; it 
was always to be observed in the K.A.R. and police. But the 
bald fact is that not enough food is produced in tropical Africa 
to provide adequate rations for all ; to increase that production 
is the chief preoccupation of Governments. 

The “raising of the standard of health of the indigenous 
populations.” so greatly to be desired, involves much more 
than a “ highly efficient mecical service.” The whole mode of 
life of many of these people will have to be changed 
“ radically ” but not “rapidly.” Methods of cultivation, water 
supplies, communications, restoring the fertility of the soil, and 
many other questions are involved. Had those crit.cal visitors 
to Africa enjoyed the advantage of observing what has, in fact, 
been accomplished in these directions during the past 25 years 
they would not, perhaps, have been so ready to find fault. 
Further, it may be remarked that before the war there were 
communities in Europe where the standard of life was little, 
if at all, in advance of that in tropical Africa, and must now 
be definitely below it. 

It is true that the medical departments in many African 
colonies are understaffed, but figures showing the proportion of 
doctors to population are grossly misleading, unless accom- 
panied by information on the number of such persons to whom 
European medical aid is acceptable. The appointment of ad- 
ditional specialist officers will avail nothing until the number 
of district medical officers has been greatly increased and there 
has been a general advance in civilization. For it is on the 
district M.O. that the rapid expansion of other departments 
has thrown such a great burden of extra work. 

Changes of station are already frequent enough to cause 
dissatisfaction, especially among the married, and it is not easy 
to understand how more frequent upheavals would increase 
“the possibility of having one’s wife and family with one.” 
Lastly, in suggesting short-service commissions of five years 
“with a reasonable gratuity at the end,” has the heavy ex- 
penditure by Government on the preliminary training of M.O.s 
in tropical medicine been remembered ? Even Governments 
are entitled to expect an adequate return on their money.— 


1 am, etc., 
J. B. Davey 


Boscombe. (formerly P.M.O., Tanganyika). 


National Research into Tuberculosis 

Sir,—In your second leader, “ Triumph against Malaria ~ 
(Nov. 10, p. 653), tribute is paid to the fine example of 
British team work and organization which led to the discovery 
of a new antimalarial compound. The loss of quinine led to 
a search by British scientists for a new drug effective against 
malaria parasites, and it is now revealed that such a drug has 
been found. 

In the same issue Sir Howard Florey (p. 635) states that 
much attention is being applied to the possibility of discovering 
an antibiotic which wll be effective against tuberculosis. This 
letter is written in the hope that British medicine wil! do a little 
more—namely, establish a research unit with the sole respon- 
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sibility of finding a chemotherapeutic compound which will 
cure tuberculosis. At the present time the defeatist attitude 
which exists in the field of tuberculosis is to be deprecated, and 
it is a sad state of affairs that we are content to spend millions 
on palliative measures alone. What is needed is a drug to cure 
the disease, and the only answer is a scientific research unit 
planned on a nation-wide scale and backed by the country’s 
resources. Untold millions have been spent on research for 
discoveries having any bearing on war, and yet a mere quarter 
of a million pounds is the Government’s contribution to medical 
research each year. I can think of no better or more useful 
purpose than the application of science to finding a cure for 
tuberculosis. Furthermore, planned research to attack the 
problems of tuberculosis would be a fitting memorial to our 
Service men and women, many of whom are now lying in 
sanatoria throughout the country rendered hors de combat by 
the treacherous tubercle bacillus. 

The political cry of the moment is for first things first. In 
medicine, too, there is a real need for such a maxim, and men 
of enterprise and ingenuity are needed to co-operate in an 
undertaking which would be whole-heartedly approved by all 


mankind.—I am, etc., 
Preston Hall, Maidstone. Georce R. W. N. Luntz. 


Oedema during Macrocytic Anaemia 


Sir,—The article by Lieut.-Col. E. G. Holmes (Oct. 27, 
p. 561) on the occurrence of oedema during the course of 
macrocyt.c anaemia raises some very interesting points which 
bear on the attitude towards the anaemias found in the Tropics. 

(a) The description of the case DT/1574 includes the follow- 
ing data: 5/1/45, R.B.C. 1,830,000, Hb 38%, C.I. 1.05, ete. ; 
8/1/45, high protein diet ; 21/1/45, reticulocytes 5% ; 23/1/45, 
Hb 82%, R.B.C. 4,630,000. These figures represent an increase 
of R.B.C. 2.800.000 per c.mm. and Hb 44% in eighteen 
days. General experience would estimate the improvement in 
the case of pernicious anaemia of comparable severity, assuming 
the absence of any inhibiting factor such as sepsis or vitamin 
C deficiency and given adequate liver therapy with a prepara- 
tion of proved efficiency, at about 800.000 R.B.C./c.mm. and 
an improvement of, say, 20% in the Hb. I do not question 
the accuracy of the observations made, but call attention to 
the disparity between the observed figures of improvement and 
those which might be expected. 1 believe that the explanation 
is probably to be found in the following suggestion. If a 
“hydraemia” existed on 5/1/45 which disappeared before 
23/1/45 the blood count would show an “improvement” 
without the occurrence of a physiological reticulocytosis, and 
without any change at all in the rate of blood regeneration. 
Readers of the literature on the treatment of various types of 
anaemia found in the Tropics may note either a lack of 
reticulocyte response despite improvement, or a reticulocyte 
response much lower than would be expected with effective 
treatment of pernicious anaemia or a simple achlorhydric 
anaemia with the same initial count. I believe that part of the 
answer is that the true level is not expressed by the blood count, 
and that the reticulocytosis therefore corresponds to that 
expected in an effectively treated anaemia of less severity. 

(b) The anaemia in these cases is described as “ macrocytic ” 
on the appearance of the cells in a blood film. The marrow, 
however, revealed a normoblastic response, and in the one case 
in which a report on the morphology of the cells is given 
no macroblasts or macrocytes are mentioned. (The author 
does state elsewhere: “ Macrocytosis was observed in all 
cases "—p. 561, para. 4.) The colour index is raised, but even 
this is reversed in the later counts of the same case. One may 
reserve the opinion that the diagnosis is suspect in this case, 
but the form of the investigation forced on the author and his 
colleagues raises another point. On this | may be accused of 
splitting hairs, but I do believe it to be important because of 
the trap it lays for the unwary. 

The term “ macrocytosis” was coined for cells of large 
diameter, which incidentally have a larger volume. Since the 
technique of estimation of cell diameter is both tedious and 
time-consuming, the more easily estimated mean corpuscular 
volume is in general use, and the term “ macrocytic ” is applied 
to cells with a high corpuscular volume. In practice it is 
generally true that bloods showing a high M.C.V. are 
macrocytig but they may be spherocytic. There is nothing 


fundamentally new in the comment that a macrocytic anaemia 
cannot be diagnosed on the haematocrit alone, but needs the 
confirmation provided by identifying macrocytes or macroblasts 
in the blood film. But if the anaemia shows little evidence of 
regeneration these cells may be hard to find. Those, therefore, 
who attempt short-cuts to diagnosis with these anaemias of 
the Tropics may find themselves treating on the basis of the 
M.C.V. cases which could not possibly respond to treatment for 
“macrocytic anaemia.” Will the medical etymologists please 
produce a term other than “ macrocyte ” for the description of 
cells of large volume. 

(c) Under the heading of treatment I would point out that 
liver, yeast, and yeast extracts are high-quality protein as well 
as being sources of substances specific in the treatment of truly 
macrocytic anaemias. Their value in treatment may depend 
on the former attr:bute rather than the latter, and their suc- 
cessful use in treatment is not a further argument for regarding 
the anaemia as “macrocytic” when laboratory facilities do 
not permit of exact diagnosis. 

(d) This article, among others published recently, presages 
a new attitude in haematology which is fundamentally impor- 
tant—i.e., the change from haematology as “ red-blood-corpus- 
culology ” to the study of the blood as a whole tissue. The 
subject can surely no longer remain the study of the particulate 
elements of the blood, but must also include the study of the 
matrix of those cells. My own rather sketchy attempts to work 
out some problems relating to anaemias in Assam suggest to 
me that many cases are brought about by protein deficiency 
resulting from poor diets plus the accidents of dysentery, preg- 
nancy, etc., on top of which are the usually recognized defi- 
ciencies of iron, vitamin B complex, red cell maturation factors, 
etc. 

Taking the article as a whole one is not impressed with the 
evidence for regarding these cases as macrocytic anaemias, but 
one must be appreciative of what is, I think, the first article 
describing a large group of cases in which a definite correlation 
is attempted between the state of hypoproteinaemia and dis- 
turbances of the A/G ratio and anaemia, and successful treat- 
ment is based on an argument which gives new significance to 
restorat'on of the blood proteins to normal levels.—I am, etc.. 


Khasi Hills Welsh Mission Hospital, } , 
R. ARTHUR HUGHES. 


Therapeutic Effect of Induced Jaundice 


Sir,—Referring to the article by Drs. Frances Gardner, Alice 
Stewart, and F. O. MacCallum (Nov. 17, p. 677) on the 
therapeutic effect of induced jaundice in rheumatoid arthritis. 
some twelve years ago I noticed in a patient with leprosy, with 
lesions of the major tuberculoid type scattered all over the 
body, and who acquired severe jaundice, that all the lesions 
disappeared ; also as the erythrocyte sedimentation rate was 
being tested every 7 or 14 days in the hosptal where the 
patient was I noticed that the E.S.R. fell rapidly. The effect 
was so striking that I considered the question at the time of 
inducing jaundice as a therapeutic measure in leprosy, but was 
not successful in doing so. 

About 18 months ago I had another case in which a woman 
had leprous lesions of a similar nature and who acquired an 
acute hepatic condition with severe jaundice. Within a few 
days all her lesions disappeared, and a few weeks later her 
hepatic condition cleared up temporarily and she seemed to 
be in excellent health. The latter condition. however, returned 
and ended fatally, but there was no return of the leprous lesions. 

I think these records are worth considering, especially as 
mention is made in this article of a similar improvement in 
tuberculosis, a disease which so closely resembles leprosy in 
every respect.—I am, etc., 


British Empire leprosy Relief Association, FE. Muir, 
London, S.W.1. Medica! Secretary 


Anticoagulant pH in E.S.R. Estimations 

Sir,—lIt is known that neutral solutions of sodium citrate tend 
to become alkaline when sterilized by autoclaving. This effect 
varies with the glassware of the container, and increases with 
prolonged exposure to high temperatures, so that a final pH 
as high as 9.5 may be reached. For this reason special steps are 
usually taken to secure a more neutral solution for intravenous 
infusions and blood transfusion. 
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The following experiment was carried out to discover the 
effect of such variations in pH upon E.S.R. determinations by 
the Westergren method. Three bottles of 3.8°, sodium citrate 
solution were autoclaved at 15 Ib. pressure for increasing lengths 
of time. The pH levels then determined were 7.8, 8.5, and 
9.5 in the different bottles. An acidified solution of pH 6.5 was 
also prepared. Four simultaneous E.S.R. measurements were 
then made on the blood of three patients, using a different 
citrate solution for each of the four measurements. At the end 
of one hour readings were taken. In one patient the levels 
were equal in all four tubes, but in the other two the readings 
were greater in the tubes containing alkaline citrate, the 
greatest difference being 2.5 mm. between 10 mm. and 12.5 mm. 
(a 25% addition). 

It appears, therefore, that the pH of the anticoagulant can 
affect the E.S.R. reading; and that for comparable results to 
be obtained a standard anticoagulant of specified pH should be 
used.—I am, etc., 

Bridge of Earn Hospital, Perthshire. 


Transmission of Hepatitis during Blood Transfusion 

Sir,—It is an established fact that hepatitis (homologous 
serum jaundice) can occur two to six months after transfusion 
of human serum or plasma. In some episodes it has been pos- 
sible to incriminate certain batches. With some batches the 
incidence of affected persons has been as high as 60°. In 
other instances only isolated cases occurred, and the vast 
majority of recipients showed no ill effects. In the first group 
the transmission of an icterogenic agent is undoubted. The 
cases in the second group are more difficult to understand. 
An explanat.on might be that apart from the serum or plasma 
used some icterogenic material was administered accidentally. 
Such an inoculation will occur through syringes contaminated 
with icterogenic material and inadequately ster.lized between 
injections (Lancet, 1945, 2, 116). Moreover, in some hosp.tals 
a Higginson syringe is used for creating a positive pressure in 
the transfusion bottle. This Higginson syringe is not always 
sterilized before use, but is attached to the bottle by a sterile 
glass tube containing the cotton-wool plug acting as a filter. 
If one such transfusion were carried out with icterogenic 
material, the Higginson syringe may, by reflux of the icterogen:c 
material, be contaminated and later on the icterogenic agent 
passed on to bland bottles. The cotton-wool plug in the 
connecting glass tube may not afford enough protection. It 
should be, therefore, a routine to clean and autoclave Higgin- 
son syringes after each transfusion in order to avoid the 
possible transmission of hepatitis by this method.—I am, etc., 


K. MAUNSELL. 


M. E. MorGAN THOMAS. 


SW. London Blood Supply Depot, Sutton. 


Artificial Pneumothorax Needle 


Sir,—Dr. A. Allan's article (Nov. 3, p. 607) describing a 
needle specially designed to minimize the grave danger of air 
embolism in artificial pneumothorax work prompts me to men- 
tion a simple technique which I adopted for similar reasons. 

Any refill needle is used that will fit on a Record syringe ; 
[ find a I-c.cm. syringe a convenient size. So fitted, the needle 
is inserted through the chest wall into the pneumothorax space. 
The piston of the syringe is then withdrawn, and if the needle 


is correctly inserted air must enter the syringe and thus give — 


absolute proof that the aperture of the needle is not in soft 
tissue. At the same time the needle is cleared of any remaining 
drop of fluid. Then by a feat of dexterity (easily ach.eved by 
five minutes’ practice beforehand) the syringe is Cetached while 
the needle is left in situ, and the rubber tubing from the refill 
apparatus is connected in its place. I use a small metal con- 
necting-piece on the end of the rubber tubing, so that the nozzle 
of the rubber tubing is made exactly similar to that of the 
Record syringe. The change-over should easily be made in less 
than a second, and if carried out during expiration no unfiltered 
air enters the chest, and the amount of air blown out is so 
small as not to affect the pressure readings. If a Maxwell's 
refill apparatus is used and the air is run in not too fast the 
manometer regsters a swing throughout the refill, thus 
enhancing the certainty that all is well. I would emphasize 
Dr. Allan's statement that one has to experience the feeling of 
confidence which results to appreciate the value of certainty that 
the needle is correctly inserted. During the refill, should the 


operator suspect that the needle may have slipped, it is easy 
to reverse the change of nozzle and repeat the attempt to with- 
draw air. In addition to reassurance this commonly clears the 
needle of a little blood. 

This technique confirms the presence of an air space before 
any air is run in should, by any chance, the patient not have 
been screened immediately prior to refill. It also avoids using 
a wide-bore needle, with the attendant anaesthetic. I disagree 
with Dr. Allan that “humanity and common sense call for 
the anaesthetization of the needle-track.” Provided that the 
needle is inserted swiftly, and withdrawn swiftly—which is 
important—practically every patient I have come across prefers 
to be refilled without anaesthesia. 1 certainly do myself.—|! 
am, etc., 

Tuberculosis Dispensary, Reading. 


Acute Inversion of the Uterus 


Sir,—On reading Dr. Doreen Daley’s letter on acute inversion 
of the uterus (Nov. 3, p. 626) one or two questions arise 
naturally in one’s mind. For instance, the writer implies, though 
not distinctly stating, some surprise “ that such strenuous efforts 
to combat the shock were quite ineffective until replacement wa 
carried out.” Apart from the well-known difficulty of getting 
anything into the circulation at all when the blood pressure is 
reduced so low as is usual in cases of shock, one would have 
thought that the maxim that the first step in the treatment of 
any disease is to remove, if possible, the cause rather than to 
treat the symptoms would apply equally well to the treatment 
of acute inversion of the uterus. So long as the chief cause 
of shock persists it is hardly reasonable to expect the shock 
to respond to other treatment. One can have little doubt that, 
as the writer says, this woman would have died but for the 
correction of the inversion of the uterus. 

Then there arises a further question. In a case where there 
has been severe haemorrhage a blood transfusion is obviously 
indicated. But why proceed to put 10 pints of blood into the 
circulatory system of a patient who was believed to have los! 
some 4 pints, not to mention the following up of this big trans 
fusion by “a slow sal.ne drip continued for a few more hours *” 
There must surely be a limit to the capacity of the circulators 
system. It is generally stated in textbooks on physiology that 
the average amount of blood in the body is round about 12 to 
13 pints, and recognized authorities on blood transfusion have 
stressed the dangers of giv.ng excessive amounts. Besides blood 
transfusion the patient was given methedrine—twice—as well as 
ergometrine ; and, subsequently it was thought proper, for 
prophylactic purposes only, to give sulphadiazine and B. welc/iir 
serum. 

Now, I ask, how is it possible to adjudge the effects of so 
many different remedies given within one short period of time? 
This patient in grave danger needed: (1) a supply of fresh blood 
to make up for the loss; (2) replacement of the uterus, the 
inversion of which was the main cause of all the trouble ; 
whether the one or the other should take first place we leave 
to the experts. How far the other injections were worth any- 
thing, or even justifiable before the replacement of the uterus, 
is open to doubt, and I should really be glad to know on what 
grounds scientifically the transfusion of as much as 10 pints of 
blood plus a 4-hours saline drip infusion is justified. 

It is true that it would be very easy to quote any number of 
articles or letters in the medical journals of recent years in 
which at least half a dozen d fferent drugs, all requiring great 
caution in usage, had been administered within the space of a 
few hours for various emergenc es (or even in the mere “ pre- 
medication” preliminary to anaesthesia). The patient, of 
course, makes a woncerful recovery, but we are left wondering 
how far all the medication assisted, or whether the patient is 
not to be rather congratulated on having successfully survived 
the bombardment. But I have chosen this particular case, in 
which the medication is relatively quite mild, because of the 
special interest attaching to the blood transfusion, and because 
I feel sure that there is much abuse of this most useful measure 

I make no pretence to any special knowledge of obstetrics. 
but write only from a general med cal standpoint and, as one 
belonging to the now vanishing Victorian-Edwardian-Georgian 
era, I shall be only too pleased if the adherents of the modern 
school of therapeutics can convince me that my doubts as to the 
great advances in the scientific use of new drugs (in the wide 
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sense) and of blood transfusion on the heroic scale, claimed by 
them, are groundless. For the present | fall back on ancient 
authorities such as our old friend, Sir William Osler (“ an enemy 
of indiscriminate drugging,” to use his own words), or that old 
stickler for the accurate investigation of new methods of treat- 
ment, Sir James Mackenzie ; and would hold up as worthy of 
the notice of the modern school of “* go-aheads ” that old motto, 
Primum non nocere.—l am, etc., 


Southborough, Tunbridge Wells. E. WEATHERHEAD. 


Ergometrine in Migraine 

Sir,—In the Journal of Nov. 10 (p. 654) appears an annota- 
tion in which you discusss the use of certain alkaloids of ergot 
in the treatment of migraine. Surprisingly no mention is made 
of ergometrine, which has proved its value. Yet it was in the 
Journal some five years ago (Dec. 14, 1940, p. 849) that 
Dr. A. G. Auld of Harley Street wrote to commend it. Since 
that time I myself have used it both orally and by injection 
with great satisfaction. The dose is 1.0 mg. by mouth or 0.5 
mg. by injection. Injection is only necessary when there is 
vomiting or nausea. Patients are convinced of its efficacy, as 
their attacks are either prevented or promptly curtailed. 

This letter is written in the hope that the information may 
be of service to other practitioners who missed Dr. Auld’s 
original notice.—I am, etc., 


Sedbergh. H. THISTLETHWAITE. 


The Discharging Lesion 

Sir,—No one doubts the storing up of energy in the form 
of intracellular substances which is avaiiable for function, and 
energy may be released as physiological stimuli under abnormal 
conditions. In the supposed case of release of energy not as 
growth or physiological stimuli the result is merely destruction 
of the cell involved. Hyperexcitab.lity should not be applied 
to instability of cell constituents, since it is a property of the 
intact cell. 

Your report of the meeting of the Section of Neurology of 
the Royal Society of Mecicine (Oct. 27, p. 580) quotes Dr. J. 
Purdon Martin as saying: “Energy might be discharged with- 
out a physiological stimulus ” ; and “ there might be a state of 
instability of the energy substance, and this might be the basis, 
etc.” Would he define more clearly his own views upon this 
“energy substance,” the “imperfectly recovered cell,” and the 
mechanism of “excessive response to normal stimuli” ? 

Nerve cells degenerate when exhausted eand insufficiently 
supplied with material for recovery. In sleep, anaesthesia, and 
hibernation all exhaustion is prevented, and moderate reduction 
in blood supply is not then harmful; but in sick or elderly 
people exhaustion of the nerve elements by severe stimuli or 
other forms of shock results in lasting clinical effects because 
their normal or reduced local cerebral blood supply is insuffi- 
cient to allow of complete recovery. 

Alexander and Woodhall (J. Neuropath. exper. Neurol., 
1943, 2, 1) showed that the presence of nerve cells with normally 
functioning axonal and dendritic processes within an area of 
brain tissue degenerat.on constituted the truly epileptogenous 
lesion. Where the locus of such epileptogenous foci can be 
determined then the cutting of the axones is beneficial, provided 
the necessary cutting of near-by normal tissue does not intro- 
duce more serious disadvantages. This principle is also used 
for treatment of intractable neuralgias and for mental disease. 

Faulty integration of cell impulses is the cause of untoward 
clinical symptoms. This is not attributable to any instability 
of cell constituents, but to a lowering or heightening of the 
threshold of stimulation of neurone groups by pathological 
alteration of the pattern of blood flow which predetermines the 
faulty reflex pathways.—-l am, etc., 


Medical School, 
Hospitai Centre, Birmingham. 


F. A. PickworTu. 


“Surgical Catgut 
Sik, Mr. J. Hosford, in his letter (Nov. 10, p. 668) regarding 
the variation in strength of sterilized catgut ligatures prepared 
by British manufacturers, overlooked the difficult: conditions 
under which the var.ous firms worked dur ng the war to meet 
the demands of surgeons and hospitals in this country, also 


‘ 


supplies for the Services and export trade. In 1944 minimum 
standards of strength and gauge were included in a Supplement 
to the British Pharmaceutical Codex, 1934, to which all manu- 
facturers of sterilized catgut ligatures conform, thereby elimina- 
ting so far as possible variation in gauge and tensile strength. 
I have used sterilized catgut of British manufacture throughout 
the war and have found it as good as that produced by any 
American firm.—I am, etc., 

London, W.1. Ceci, P. G. WaAKELEY. 

Sir,—I would like to support very strongly the letter of 
Mr. John Hosford. Most of us have had trouble with catgut 
since the war. I believe that at present most of the chromiciz- 
ing is unreliable, the rate of absorption varies tremendously as 
well as the tension and size and, | regret to say, sterility. I 
believe that the raw material for making catgut in this country 
is all imported, and from the point of view of shipping space 
the manufactured article would probably take up less room. I 
realize that the dollar position makes things difficult, but surely 
this is a matter which can be overcome. Material of less vital 
importance is imported—for example, £20,000.000 is spent 
annually on American films—and where the welfare and even 
the life of our patients are at stake we should be able to use 
catgut upon which we can rely.—I anf, etc., 

Hove. H. J. McCurricn. 


Acute Yellow Atrophy after Trilene Anaesthesia 


Sir,—After reading the interesting case report by Major 
K. N. Herdman (Nov. 17, p. 689) it occurs to me that perhaps 
trichlorethylene was not the primary cause of the liver necrosis 
in this case, although it may have been a contributing factor. 
Despite the current practice in many clinics some anaesthetists 
still consider 0.8 g. (16 c.cm.) of pentothal an excessive dose 
for induction of anaesthesia, especially when preceded by 
1/4 gr. morphine. In this particular Case there is the added 
complication that the liver may already have been damaged 
by previous sepsis. 

According to Adriani (The Pharmacology of Anaesthetic 
Drugs, 1942) the liver function is decreased by both barbiturates 
and morphine, the glycogen being depleted and the blood sugar 
raised. In the case of pentothal and other short-acting 
barbiturates special caution is necessary, as these drugs 
are almost entirely detox.cated in the liver. Langton Hewer 
(Recent Advances in Anaesthesia, p. 129) writes: “ Pentothal 
sodium, unlike evipan sodium, is extremely toxic to the liver 
in small animals such as mice, and it is worth noting that toxic 
jaundice has occurred in man.” 

I would like to congratulate Major Herdman on his excellent 
report, which should stimulate considerable interest and dis- 
cussion.—I am, etc., 

Newcastle-upon-Tyne. Ayre. 

Sir,—In his report of a case of acute yellow atrophy of the 
liver following trilene anaesthesia (Nov. 17, p. 689) Major 
Herdman has not considered another possible aetiological factor. 
The interval between the injury and symptoms of hepatitis was 
93 days, which is about the usual incubation period of homo- 
logous serum jaundice. As the patient was treated for burns 
in two B.L.A. hospitals plasma or serum may have been 
administered, and this factor should be excluded before 
incriminating the anaesthetic.—I am, etc., 


London Hospital, E.1. CLIFFORD WILSON. 


Sciatic Neuritis 


Sir,—Dr. J. MacD. Holmes and Mr. B. R. Sworn in their 
paper with this title (Journal, 1945, 2, 350) describe swelling and 
oedema of the first sciatic nerve root in two cases of sc.atic pain 
and of adhesions around the root in a third. In their comment 
they write: “ We must for the moment be content wi.h having 
seen a lesion wh ch Symonds considers has not yet been granted 
to human eyes.” 

The swollen condition of the nerve root commented on by the 
writers is one with which most neurosurgeons are familiar, and I 
have frequently demonstrated it at operation as evidence of the 
radicul:tis which is the common cause of sciatica. The lesion 
referred to by Dr. C. P. Symonds, however, was regarded as 
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affecting the sciatic nerve itself. Except in a case of direct injury 
of the nerve trunk by a piece of glass I have never seen it, and 
in common with Dr. Symonds and others believe it to be but a 
figment of the imagination of earlier writers on sciatica. Swell- 
ing of the nerve roots (radiculitis) composing it must be clearly 
distinguished from swelling of the sciatic nerve trunk itself 
(neuritis). 

I have just received my copy of the Journal for Sept. 15, ani 
by the time this letter reaches you others may have already 
passed similar comment on the distinction which the writers of 
the paper have apparently overlooked.—I am, etc., 


Sydney, N.S.W. LAMBERT ROGERS. 


Pellagra in a Morphine Addict 


Sin,—-With regard to Major Ellis Stungo’s comments (Oct. 
20, p. 547) on the case report by Dr. Comerford and myself, 
I note that he suggests that the patient “ remained a morphine 
addict” throughout the period of treatment. I am not quite 
clear as to what is meant by this, but I can state categorically 
that the patient received no sedatives after her first day in 
hospital. Further, I am inclined to believe her statement that 
she ceased taking morphine after her discharge from hos- 
pital: first, because her original source of supply was then 
no longer available, and, secondly, because of the confirmatory 
evidence of her son. I am sorry if in improving rapidly despite 
an abrupt withdrawal of the drug of addiction our patient 
offended against Major Stungo’s sense of the clinical proprieties, 
but the logic of events is the strongest logic of all.—I am, etc., 


BriAN H. KIRMAN. 


Clinical Photography 


Sik,—The British Medical Journal as the practitioner's 
weekly technical instructor appears to lag in its seeming omission 
of the pictorial method of conveying clinical information by 
photographic illustration, the occasional pictures reproduced 
being few, too smal!, and not of the first order. 

As a visual aid to memory, next best to contemplating the 
patient in person, particularly helpful to the busy practitioner, 
pictorial reproductions would make a valuable improvement. 
This might be effected in one of three ways: (1) by interpolating 
from time to time in the Journai a sheet of fully captioned 
clinical pictures printed back and front, as suitable material 
became available ; (2) by the occasional issue of a photographic 
supplement to the Journal ; (3) by the publishing of a British 
medical photographic journal, quarterly or bi-yearly, additional 
to the number of subsidiary journals produced by the Associa- 
tion, taking precedence in time to others. Such an addition to 
our medical literature would prove itself to be a great attraction 
to the medical man—greater by far than any of these 
specialist journals. 

A medical photographer co-opted by the Journal Committee 
would advise in choice of illustrations from the likely ample 
supply in the hands of the many widely scattered medical photo- 
graphers, who would doubtless explore all fields, including that 
buried in past medical writings, now copyright-free, whence 
numbers deserve to be exhumed to live again even for a day. 
Photographic reproductions of both the usual and the unusual 
would relieve the tedious monotony of the printed page. 
Change being the spirit of the age, this would assuredly be one 
welcomed by members, not to be for any trifling excuse longer 
postponed. 

The subject of clinical photography is important by reason 
of its growing magnitude, presently unrealized: its educative 
value cannot be gainsaid; than this, nothing could be more 
useful as a ready aid to diagnostic memory, and in cultivating 
the photogenic mind. In the Journal the display of the 
pictorial need not be sectional only, but should find room in 
the body of the paper to relieve original articles. 

All medical men in practice appreciate the high value of 
the B.M.J., upon which they continue to depend for practical 
instruction, and the renewal of the varied interests which it 
brings without fail from week to week. Our debt to the Journal, 
illustrated as suggested it ought to be, would be greater than 
ever. Such illustrating might encourage the initiation in 
medical schools of the clinical picture gallery, and of the 
lantern lecture, as a means of instructing medical students and 
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graduates—one hitherto passed by and sadly neglected. It is of 


pleasing interest to know that Dr. C. O. Hawthorne, for so 
long a pillar of strength to the British Medical Association, was 
a pioneer in this country of the pictorial art in teaching. His 
example would do well to be followed wherever students are 
taught.—I am, etc., 


Bournemouth S. Watson Situ 


*.” Dr. Watson Smith may recall that before September, 
1939, we used to include four-page photogravure insets at inter- 
vals of approximately five weeks. Paper has been very scarce 
for six years and still is—Ep., B.M_J. 


Medical Aspects of Prisons 


Sir,—After a careful study of the recent correspondence on 
this topic I cannot but deplore the emotional sentimentalism 
which induces some people to rush into print to champ.on the 
unscrupulous, and, in too many cases, the amoral and pro- 
fessional law-breaker who preys upon society. Before we 
bewail the sufferings of the criminal due to the lack of idea/ 
sanitation in prison, might we not spare a thought for the over- 
crowded occupants of the thousands of back-to-back houses, 
where the few lavatories for the whole street are situated at 
the ends of the street? Think of the sanitary conditions of 
our slums. Are these law-abiding but unfortunate cilizens-- 
mothers, expectant mothers, and young children—to live in 
squalor and misery while we rebuild all our prisons with a 
water-closet to each prisoner? When we think of the poor 
criminal eating his carefully balanced and well-cooked diet, 
which throughout the war has contained his full quota of 
rations and more meat and vegetables than the average worker 
could obtain (due to purchases in bulk), spare a thought for the 
children of the poor who have been brought up on bread, 
margarine, cheap jam, and tea, with chipped potatoes as an 
occasional delicacy, since the days of the industrial revolution 

Most of this rather misdirected sympathy derives from the 
doctrine that crime per se is an illness: that you simply cure 
the patient (the criminal) and he commits crime no more 
Naivety personified. Why have we not cured rheumatism, the 
common cold and cancer? Why are our mental hospitals 
congested with patients our psychiatrists cannot cure, and 
grossly understaffed ? We are to apply in our prisons “ the 
great advances which have been made in recent years by 
psychiatry in the understanding treatment and prevention of 
antisocial behaviour.” What are these advances of, say, the 
last ten years, especially in the treatment and prevention of 
antisocial behaviour? What experience in their application 
has Dr. Ahrenfeldt and what are his results ? On what grounds 
does he say that “the authorities still remain far behind con- 
temporary psychiatric, educational, and sociological research 
in the field of criminology”? If there is one group of cases 
which is the despair of the practising psychiatrist it is the group 
known as the constitutional psychopaths, and, after the group 
of professional criminals who are normal psychiatrically if not 
morally, and who hold the belief that they can make crime 
pay, the psychopathic group is also a problem to the prison 
authorities. 

Unfortunately for its reputation Civil Service medicine does 
not publicize, butgthat is no ground for assuming that it ts 
inactive or non-progressive. Actually there is no _ recent 
development in modern psychiatry which has not been utilized 
in prison medicine, or for which facilities for its use have not 
been authorized where it would be considered justifiable or 
worth while—e.g, electro-encephalography or electro-convulsive 
therapy. 

If some of these armchair critics would rally to the help of 
the prison and civil authorities by joining as active workers 
one of the organizations such as the Discharged Prisoners Aid 
Society or the Central Association for the Aid of Discharged 
Convicts, which seek to give a helping hand to ex-prisoners 
trying in the face of extreme difficulty to rehabilitate themselves 
socially, they would learn the real nature of some of the 
grievous problems with which the prison authorities, with their 
extreme shortage of staff and lack of suitable buildings, not to 
mention an unaccountably swollen prison population, have to 
grapple. The world to-day needs workers, not talkers.—I am. 


etc., 
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The “ Stamping ” of the Guards 

Sin,—No man could complain of Major E. Grey Turner’s 
courtesy (Nov. 17, p. 707) in his attempt to correct my perspec- 
tive and want of understanding. Is it the correct perspective of 
a medical officer to apportion the price paid by the bodily 
injuries of a soldier in the cause of so-called smartness? It 
seems to me that his duties lie in a more humane and medical 
direction. If the drill is considered by authority essential to 
smartness then it seems to me also essential for the medical 
officer to point out the existence of the positive dangers involved 
and do his best to stop them. 

My understanding of this problem and the charge of inepti- 
tude of some medical officers were founded on the confessions 
of a retired senior officer of the Guards Brigade who did not 
sign his name to a letter he wrote in this particular corre- 
spondence in the British Medical Journal.—1 am, etc., 

Stanmore. G. LENTHAL CHEATLE. 

Sir,—I have been following with interest the correspondence 
from Sir Lenthal Cheatle and two R.M.O.s of the Brigade of 
Guards. It is depressing to think that neither an R.M.O. nor 
an A.D.M.S. has the power or the courage to put a stop to a 
form of ceremonial drill which admittedly jeopardizes the 
men’s health. One wonders what exactly is the function of an 
R.M.O. I consider that the letter written by Major E. Grey 
Turner is an indictment against himself. He is prepared to 
allow “some varicose veins and a few cases of march fracture ” 
to occur in his battalion in order to enhance Britain’s propa- 
ganda abroad when the Coldstream Guards stamp their feet 
on parade ! 

It seems a pity that any R.M.O. should be so weak as to 
allow a form of drill which produces a fracture to continue 
without a word of protest or even advice from a “doctor in 
uniform.”—I am, ete., 


Edinburgh. J. W. Perrott. 


Volvulus of Small Intestine 
Sik,—Major Salisbury Woods reports a case of volvulus of 
the small intestine. May I as a junior member of the profession 
add a case, which I personally operated on, to the list of this 
comparatively rare condition ? 
It was my week-end on “ emergencies ** and I was called to see a 
woman of 35 years who, believe it or not, had walked into the 


casualty department at 4.30 a.m. on Saturday morning. I came 
along to the casualty department to see her. The first thing that 
greeted me was a bilious vomit over my dressing-gown. She was 


vomiting copiously, complained of severe colicky abdominal pain, 
was obviously shocked and on the verge of collapse. It was next 
to impossible to obtain a history from her because she insisted on 
saying, “I'm all right, doctor; I must go home as my husband is 
due back on leave.” Each time I endeavoured to get a history 
she again said, “I'll be all right now, doctor.” I looked at her 
abdomen and noticed: (1) a Kocher’s incision; (2) a lower right 
paramedian incision; (3) a left paramedian incision; (4) obvious 
distension. On examination I was certain of palpating some sort 
of a lump below the umbilicus in midline. On further questioning 
| gathered that she had passed neither faeces nor flatus per rectum 
for about thirty-six hours. 

After much persuasion she consented to cagpe in. IT tried hard 
to persuade her to allow me to operate but she refused, all on the 
grounds that she would have to be home when her husband arrived. 
Because of the incessant vomiting, distension, and absolute con- 
stipation I had suspected intestinal obstruction due to a band or 
adhesion, but still she refused operation. I put her up on a glucose- 
saline intravenous drip, passed a Ryle tube, and ordered after two 
enemas a high rectal tube. Ultimately under much pressure and 
persuasion, together with my Irish blarney, she consented to opera- 
tion at 6 p.m. in the evening. 

I took her to the theatre. Under a general anaesthetic, given by 
the house-physician, Dr. D. McGrath, I made my incision medial 
to the left paramedian scar. On opening the peritoneum I found 
blood-stained fluid. With the aid of the “ sucker ” I removed about 
1} pints of this blood-stained fluid. I then saw coils of dark, black, 
distended bowel. On further examination I identified a volvulus of 
the small intestine due to a very thick band travelling from the site 
of the right paramedian scar to the root of the mesentery. The 
small intestine had rotated three times around this band. I divided 
the adhesion immediately and undid the volvulus. Despite hot 
bathing with saline to the black bowel there was no return to 
peristalsis or sheen. I therefore presumed the affected part to be 


dead. I then resected nearly 3 feet of the affected bowel and did 
an end-to-end anastomosis and closed the abdomen with drainage. 
When we got the patient back to the ward I put her up on plasma. 
She had 2 pints of plasma and 3 pints of glucose-saline. Thirty-six 
hours after operation I put her on full doses of sulphasuxidine. 
She waxed and waned for about nine days and then began to 
“come out of the wood.” She was discharged from hospital five 
weeks later and felt perfectly well. My thanks are due to Mr. C. M. 
Pearce, F.R.C.S., for granting me permission to publish this case.— 
I am, etc., 


Blackpool. STANLEY DEVLIN. 


Welfare Work a Branch of Medicine 


Sir,—In your issue of March 17 (p. 357) in an article by Lord 
Horder on “Shall we Nationalize Medicine ?” he asks: “ Is 
welfare work really a branch of medicine ?” Is there really any 
doubt as to the answer to this question? “ Doctor” means 
“teacher” ; it does not mean a bottle of medicine. Surely the 
basic function of the doctor is to teach his patient to be healthy, 
whether that teaching implies medication, operation, how to 
avoid them, or merely by blowing off steam. 

Lord Horder goes on to quote an admirable passage from 
Nathaniel Hawthorne describing the ideal doctor-patient rela- 
tion: “ He deemed it essential, it would seem, to know the man 
before attempting to do him good.” This is the very quintes- 
sence of welfare work : to know the man in whatever size, shape, 
colour, or age he may be presented, and to try to do him 
good. If welfare work has failed in this it is because our schools 
of medicine have been separated from it and take up a detached 
and critical attitude towards it. I hold absolutely no brief for 
work that is stereotyped and formulated, but it is only by being 
an integral part of medicine that sanity in welfare work can be 
attained. Was it St. Augustine of Hippo who said: “ How can 
their corruption become incorruptible, and their mortality 
become immortal save only if they return to the general body 
of the congregation ” ? 

As Lord Horder paid me the compliment of referring to me 
as “a distinguished paediatrician ” I feel it is most ungrateful 
to cavil at his article. But as he quotes me only to disagree 
I feel bound to defend my credo. I regret that this comment 
is belated. This is due to circumstances over which I have 
but recently resumed control.—I am, etc., 

London, W.1. Cicety D. WitLiaMs. 


Obituary 


W. D. H. STEVENSON, C.LE., M.D., 
F.R.F.P.S., D.P.H.; Lieut.-Col., I.MLS. (ret.) 


Lieut.-Col. W. D. H. Stevenson, director of the Government 
Lymph Establishment, Hendon, and a distinguished member 
of the staff of the Ministry of Health, died on Nov. 3 at 
University College Hospital. An honours graduate of Glasgow 
University and medallist in many subjects, Stevenson joined 
the Indian Medical Service in 1906 and served on the North- 
West Frontier in 1906-8 and again in 1915-16. He served also 
in Mesopotamia in 1916-18, where he did admirable work in 
the control of dysentery and the enteric infections, for which 
he received mention in dispatches and was awarded the C.LE. 
In 1922-4 he was Assistant Director-General, I.M.S. (Sanitary). 
and in the latter year was made director of the Pasteur Institute 
of India at Kasauli—a post he resigned on leaving the service 
in 1927. 


J. R.H. writes: 


Stevenson returned to Glasgow and became pathologist to the 
Glasgow Municipal Hospitals until 1930, when he was appointed 
to succeed the late Dr. Blaxall at Hendon. His work hitherto had 
been in the field of general rather than special bacteriology and 
pathology, but he threw himself into his new work with zest and 
thoroughly justified his appointment. A good Scot, courteous, loyal. 
hard-working, and entirely reliable, Stevenson soon became master 
of his subject, and he and his staff proved equal to any emergency 
He was entirely responsible for the manufacture and issue of small- 
pox lymph for public vaccinators and the fighting Services and, 
during the recent war, also for United States troops in this country 
This involved a_ sixfold increase in output—from 400,000 to 
2,500,000 doses a year—which could be done only by modifying the 


DEc. 


method 
and for 
To n 
rabies, 
cinatior 
vaccinis 
and de! 
brane o 
effort. 
followe 


Dr. C 
in Che 
Alford 
where 
the C 
honou 
in 189 
the M 
house: 
physic 
Royal 


Dr. 
held 
surgeo! 
he did 
devoti 
years’ 
hospit: 
this gr 

exertia 
age fo 
his wi: 

‘he fill 
staff a 

Ch 

Court: 

surgic: 

Asi 

work ; 

¢ 

them | 

tics 
Alforc 
to tak 
that « 

advice 

¢ 
work 

a keer 

Essex 

daugh 

grief 

man 
who | 


Dr. / 
acute 
Robe 
of hi 
never 
good 
of th 
heigh 
realm 
touch 
recei\ 
fessic 
times 
resus 
edito 
Cae 
that 
brilli: 
espec 
he o 
heigh 
time, 
No 
men 
prese 
Gille 
chars 


Dec. 1, 1945 


OBITUARY 


Britisn 


MEDICAL JOURNAL 787 


method of preparation, which Stevenson, with characteristic care 
and foresight, had anticipated and was ready for. 

To medicai literature Stevenson made valuable contributions on 
rabies, leprosy, malignant melanomata, plague, sma.ijpox and vac- 
cination, and allied subjects. His studies on the cultivation of 
vaccinia virus on the chorio-allanioic membrane of chick embryos, 
and dermal strain of vaccinia virus grown on chorio-ailantoic mem- 
brane of chick embryos, are a model of painstaking and conscientious 
effort. He leaves a widow, and a son and daughter who have 
followed him in his own profession. 


C. W. ALFORD, M.D. 


Dr. Cyril Wolrige Alford, who died on Nov. 2, practised 
in Chelmsford for 43 years. The son and grandson of a doctor, 
Alford was educated at Epsom College and Middlesex Hospital, 
where he had a most distinguished career. He qualified with 
the Conjoint diploma in 1896, graduated M.B.Lond., with 
honours in midwifery and medicine, in the following year, and 
in 1899 qualified for the gold medal in the London M.D. At 
the Middlesex he held the posts of casualty medical officer, 
house-physician, obstetric house-physician, and demonstrator of 
physiology. He also served as Hunterian Prosector at the 
Royal College of Surgeons. A colleague writes: 


Dr. Alford settled in general practice in Chelmsford in 1902 and 
held many important public appointments. Chief among these was 
surgeon to the Chelmsford and Essex Hospital. It was here that 
he did his greatest work, and he served it with untiring energy and 
devotion until within a few weeks of his death. During his 43 
years’ service it developed from a comparatively insignificant cottage 
hospital of 30 beds into a large and flourishing general hospital, and 
this great progress was in no small measure the outcome of Alford’s 

exertions and foresight. In 1937, when he was approaching the 
age for retirement from the staff, his colleagues, reluctant to lose 
his wise counsels, created the post of medical superintendent, which 
he filled with distinction, and to the great benefit of hospital and 
staff alike, until the time of his death. In addition to being surgeon 
to Che.msford Hospital, he was also consulting surgeon to the 


» Courtauld Hospital, Braintree, and in World War I he served as 
{ surgical specialist in the R.A.M.C. 


As a surgeon, Alford was sound and resourceful and he loved his 


work; as a general practitioner, he seemed to prefer to devote his 


skill and care to the poorer sections of the community, and by 


_ them he was greatly beloved; as a man, his outstanding characteris- 
- tics were his honesty of purpose and his sound common sense. 


Alford aiways kept both feet on the ground and he seemed never 


_ to take a false step. He displayed wise judgment in all problems 


that confronted him, whether clinical or administrative, and his 
advice will be sorely missed by a very wide circle of patients, friends, 
and medical colieagues. His great industry and devotion to his 
work left him litde leisure for pastimes, but he was an avid reader, 
a keen gardener, and a great lover of music, being chairman of the 
Essex Musical Festival for many years. He married Dorothea, 
daughter of Prebendary D. J. Pring, by whom he is survived. Her 
grief is shared by all his colleagues, who have lost their eider states- 
man at a time when he can least be spared, and by countless patients, 
who had learnt to regard him as “ the beloved physician.” 


R. D. GILLESPIE, M.D., F.R.C.P. 


Dr. Arthur Markson writes from Glasgow: It was with an 
acute sense of personal shock that | learned of the death of 
Robert D. Gillespie. Prof. D. K. Henderson's appreciation 
of him is so complete that it would be difficult to add to it, 
nevertheless | feel impelled to add a personal tribute to a 
good and valued friend. His professional achievements were 
of the highest order, and he undoubtedly reached Olympian 
heights in his own sphere of medicine ; yet even in these exalted 
realms he never forgot his old friends. As is inevitable, | lost 
touch with him for some time, yet only a few months ago I 
received a letter from him, in which, though primarily pro- 
fessional, he still found space in his memory to recall “ old 
times.” 1 well remember how at school we shared the joy of 
resuscitating the Hutchesonian, of which we became joint 
editors, and I can also recall his brilliant article entitled 
-“ Caesar: de Germanis,” which even in these early days showed 
that his mind was turning to psychology. Besides being a 
brilliant Latin scholar, he was very devoted to English literature, 
especially poetry, and I still treasure a small book of poems 


he once sent me as a present. His untimely passing at the 
height of his career has left a sad emptiness to which even with 
time, the inveterate healer, it will be difficult to become resigned. 
“ Nor in truth,” wrote Cicero, “ would the honours of illustrious 
men continue after death, if their own spirits did not make us 
preserve a ionger remembrance of them.” Robert Dick 
Gillespie had indeed a nobility of spirit and loftiness of 
character which shone through his whole life, giving added 


distinction to the honours he achieved in medicine, and we shall 
not forget him. Ave atque vale! 

Mr. D. Harcourt Kitchin writes: I was shocked to read of 
R. D. Gillespie's death at such an early age. The writer of your 
obituary notce, good though this is, makes no menuon of one 
feature of Gillespie's work which always impressed me. | 
sometimes saw him give expert evidence in the courts. He not 
only made an excellent impression by his im.naculate dress, 
but he managed to deal with extremely difficult questions of 
forensic psychiatry with such imparuality and dignity, and to 
display such a wealth of first-hand knowledge, that he must 
have added greatly to the reputation of expert witnesses in 
general. He always seemed to me to be a shining example of 
what a medical witness ought to be. 


Dr. Joun Foster Beate, who died at Folkestone on Oct. 19 
aged 67, had been bacteriologist to the Essex County Council 
and consulting analyst and bacteriologist to the Port of London. 
A native of Monks Kirby, Warwickshire, he was educated at 
Malvern College, Clare College, Cambridge, and the London 
Hospital, qualifying M.R.C.S., L.R.C.P. in 1904 (followed by 
the D.P.H. in 1905), and taking his M.A. in 1927. Dr. Beale 
began his career in sanitary sc.ence as demonstrator of public 
health at the London Hospital, and was then assistant M.O.H. 
for the City of Westminster and for Essex before his appoint- 
ment as bacteriologist to the Essex County Council and to the 
Willesden Urban District Council, and joint director of the 
Counties Public Health Laboratories in Queen Victoria Street, 
E.C. He published a number of papers on water examination 
and on water-borne diseases, and the book by Dr. J. C. Thresh 
and himself, Simple Method of Water Analysis, reached its tenth 
edition in 1931. W. A.B. writes: The sudden death of Dr. John 
F. Beale came as a great shock to all his old colleagues in 
Essex. His first contact with Essex arose when he became 
assistant to Dr. John C. Thresh, the first county medical officer 
of health, little dreaming that it was the commencement of a 
long partnership. Thus over 30 years ago he acquired a 
detailed knowledge of the highways and byways of Essex, and 
from a good master learnt the rudiments of preventive medicine. 
That period of apprenuceship shaped his career. He had found 
the work he loved, and he never spared himself in the war 
against disease and in the efforts to improve and safeguard the 
health of the people. Out of all this grew the combination of 
Thresh and Beale, serving the general public through the 
Counties Public Health Laboratories. The regulations which 
Beale drafted as bacteriologist for Essex at the inception of the 
scheme are still in operation except for modifications required 
by changes in the service. He laid down for the county arbitrary 
standards for water supplies, sewage and trade effluents, non- 
designated milk and ice-cream, all of which are still operating. 
He showed keen interest in field work and rendered invaluable 
assistance to local medical officers of health, surveyors, and 
sanitary inspectors. When public and private swimming pools 
were being opened in .~r numbers he appreciated and 
acted on the necessity for safeguarding the general public. 
Subsequently “ Thresh and Beale “ became “ Thresh, Beale, and 
Suckling.” to be followed by “ Beale and Suckling,” which 
partnership cont.nued until March, 1938, when Dr. Beale 
retired. Readers of medical and technical journals owe 
much to the many contributions he made from time to time. 
He is perhaps remembered most of all by the 3rd and 4th 
editions of The Examination of Water and Water Supplies— 
in the former jointly with the late Dr. John C. Thresh, and in 
the latter with the late Dr. E. V. Suckling. The popularity and 
usefulness of this monumental work are proved by the fact 
that each edition went quickly out of print. His charming, 
kindly disposition appealed to everyone—he was more than a 
public servant ; rather was he a public benefactor. 


Dr. RicHarp Woopwarp Hiason, of Bolton, died on Oct. 4 
after an iliness lasting tour months. He was educated at Man- 
chester Grammar School, and in 1905 graduated M.B.. Ch.B. 
Victoria from Owens College. Manchester. He had been in 
practice at Bolton for the past 40 years, during which time he 
was mecical referee for the Lancashire and Cheshire miners : 
he was also a Poor Law medical officer for 35 years, and carried 
on a large panel and private practice. Dr. Higson, who joined 
the British Medical Association in 1913, leaves six children— 
three sons and three daughters. 


We regret to record the death on Oct. 23 of Dr. Josepn 
Rickarps, of Brackley, Northants, at the age of 63. A native 
of Manchester, he had been educated at Owens College, and 
obtained the degrees of M.B., Ch.B., and B.Sc. of Victoria 
Un versity. After holding ass stantships at Ashton-under-Lyne 
and in South Wales, he took over a practice at Aynho, 
Northants, and after war had broken out in 1914 he joined the 
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Derby Scheme and was called up in 1916. He was attached 
to the Royal Scots, and at the Battle of Arras he won the 
Military Cross, being later taken prisoner. On his release he 
returned to his practice at Aynho. Since then he had done a 
large amount of lecturing for the British Red Cross Society in 
many places, and also lectured on anti-gas. The last eight years 
of his life were spent in the adjo.ning town of Brackley, where 
he had an extensive practice. He was medical officer for the 
Public Assistance Committee and also of the Brackley Cottage 
Hospital. In addition he had been borough coroner for 
Banbury, Oxon, for about ten years. Dr. Rickards was a keen 
musician, noted for his organ-playing in the district. He had 
been a member of the B.M.A. for 40 years. 


A very learned man in his special field of study, Dr. Joun 
SMYTH CRONE, deputy coroner for West Middlesex 1916-39, and 
for a year Sheriff of Middlesex, died at Ealing on Nov. 6. He was 
born in Belfast on Nov. 25, 1858, and was educated at the Royal 
Academical Institution, at Queen’s University, Belfast, and at 
the London Hospital. He qualified in 1882, and during 40 
years’ practice in Willesden he became widely known as an 
authority on Irish literature and history and a whole-hearted 
bibliographer. He was a member of the Irish Literary Soc'ety 
vf London from its foundation in 1892, and its president for 
seven years, a Fellow of the Royal Society of Antiquaries of 
lreland, and a member of the Royal Irish Academy. He 
founded and edited for 15 years a monthly magazine, The Irish 
Book Lover; wrote a book on the life and work of Henry 
Bradshaw, the famous librarian of Cambridge University ; and 
compiled a Concise Dictionary of Irish Biography which stands 
aS a memorial to his industry and enthusiasm. Dr. Crone was 
a J.P., had been chairman of the Willesden District Council, a 
member of the Middlesex County Council, chairman of the 
Willesden Division of the B.M.A., and president of the 
Willesden Medical Society. 


Lieut.-Col. ERNEST FREDERICK GORDON TUCKER, I.M.S. (ret.), 
died on Nov. 11 at Oxford, where he had served during 
the war as chairman of the Medical Recruitment Board. Born 
in 1869, he studied med cine at St. Mary’s and the London 
Hospitals, qualified in 1895, and took the M.B., B.S.Lond. 
degrees (with distinction in surgery) in 1909, and the M.R.C.P. 
in 1910. During his period of service in the I.M.S. Col. Tucker 
was senior physician to the J.J. Hospital, and professor of 
medicine at the Grant Medical College, Bombay, and had 
served with the China expedition of 1900. He published a paper 
in 1904 on the management of a plague epidemic. After his 
retirement he lectured for a time in tropical hygiene for the 
1.C.S. Delegacy at Oxford, and became a member of the univer- 
sity, taking the B.Sc. and B.A., and the M.A. in 1932. He 
joined the British Med cal Association in 1904, and acted as 
representative at the Annual Meeting at Aberdeen, which broke 
up just before the declaration of war in August, 1914; he gave 
up membership two years ago on account of failing health. 


Dr. WILLIAM YOUNG Wooppurn, who died at Southsea on 
Nov. 13 aged 66, was associated with the Royal Portsmouth 
Hospital for 26 years, having been appointed honorary assistant 
physician in 1919 and promoted to the senior staff in 1937. He 
undertook in addition to his other duties the charge of the out- 
patients clinic for treatment of rheumatism at the hospital ; he 
was also medical officer to the Royal Naval and Marine 
Orphans’ Home for over thirty years. Dr. Woodburn, a native 
of Australia, studied medicine first in Melbourne and then in 
Edinburgh, graduating M.B., Ch.B.Ed. in 1903. and proceeding 
M.D. in 1906. In the war of 1914-18 he served with the 
R.A.M.C., and from the time of the outbreak of war in 
September, 1939, he remained on duty in Portsmouth and 
worked there throughout all the air rads. A _ keen cricketer, 
who bowled with much success up to the age of 54. Dr. Wood- 
burn was also a good shot, played a useful round of golf, and 
was a formidable opponent at lawn tennis. In professional life 
his thoroughness and devotion to duty, combined with great 
sympathy, endeared him to all his patients. He joined the 
B.M.A. in 1911, and at the Portsmouth Annual Meeting in 1923 
was secretary of the Section of Tuberculosis. 


Dr. Georce Herpert LANCASHIRE, consulting physician to 
the Manchester and Salford Hospital for Skin Diseases, and 
formerly lecturer on dermatology in the University of Man- 
chester, died on Nov. 20 at Alderley Edge. He was born in 
1866. and from Manchester Grammar School went to study 
medicine at Owens College, qualifying M.R.C.S., L.R.C.P. in 
1890 and taking the Brussels M.D. in 1901, after a period of 
study in Vienna. From 1895, when he was elected to the 
honorary staff of the Manchester and Salford Skin Hospital, 
he devoted himself entirely to dermatology. He published 
numerous articles on his specialty, and translated from the 
German Dr. L. Freund’s Elements of General Radio-Therapy 


in 1904. He joined the B.M.A. in 1896, and held office as 
secretary in 1902, vice-president in 1922, and president in 1929, 
of the Section of Dermatology when the Association met in 
Manchester. He became a member of the Dermatological 
Society of London in 1902, and was elected a Corresponding 
Member of the Dermatological Society of Vienna. 


The death of Dr. Davin F. Topp removes a_ vigorous 
personality who for many years took an active part in the work 
of the British Medical Association, both in the North-East of 
England and at headquarters in London. He stud:ed medicine 
in Belfast and Edinburgh, took the Scottish triple qualification 
in 1890, and settling in practice at Sunderland became surgeon 
to the Sunderland D’spensary and medical referee under the 
Workmen's Compensation Act. During the war of 1914-18 he 
served as temporary major, R.A.M.C., attached to the 3rd 
Northumberland Brigade, R.F.A., and as medical officer in 
charge of troops and med cal inspector of recruits. David Todd 
joined the B.M.A. in 1897, and represented the Sunderland 
Division at no fewer than twenty-three Annual Meetings 
between 1905 and 1939 ; he was also for three periods a member 
of the central Council and served on the Naval and Military 
Committee, the Finance Committee (five years), the Medico- 
Political Committee (five years), and the Contract Practitioners 
Subcommittee. In November, 1922, he stood, without success, 
at the General Election as Unionist candidate for the Parlia- 
mentary Division of Chester-le-Street ; in the following year he 
was elected chairman of the Durham County Insurance Com- 
mittee, and in 1925 became a member of the Health Committee 
of the Durham County Council. He held office as president of 
the North of England Branch of the B.M.A. in 1924-5. His last 
appearance at an Annual Representative Meeting. was in Aber- 
deen five weeks before the outbreak of war. ath has taken 
toll of the friends he used to meet year by year at the A.R.M.., 
but many survive to mourn his passing. 


Dr. GuutamM Hussein Pirmohamed died in Zanzibar on 
Jan. 19, 1945. Born at Karachi, India, on Nov. 20, 1896, he 
studied medicine at Grant Medical College, University of 
Bombay, and obtained his M.B., B.S. degrees in 1922. He 
practiced medicine for three years in Bombay, and later took 
up the appointment as a physician in charge of the Nasser 
Seenelanaid Charitable Dispensary, Zanzibar, in 1925, which 
position he resigned in 1941 to start his own practice. Dr. 
Ghulam Hussein was for many years an active member of the 
Zanzibar Maternity Association and was also appointed 
unofficial member of the Liquor Licensing Court on many 
occasions. He was a member of the B.M.A. As a physician 
he had established a high repute, and his loss has been keenly 
felt in Zanzibar. He leaves a widow and six children, with whom 
much sympathy is felt. 


The following well-known medical men have died abroad: 
Dr. HuGH Casor, the eminent surgeon of Boston, U.S.A., aged 73; 
Dr. Davin Linn Epsatt, emeritus Jackson professor of clinical 
medicine at Harvard Medical School; Dr. Froexnticw, honorary 
professor at the Nancy Faculty of Medicine; Dr. L. DeLRez, pro- 
fessor of surgery at Litge; Dr. Paut H. VALDERVEHR a prominent 
physician of Brussels; Dr. WitttamM NINGEN, an outstanding surgeon 
of Hungarian birth and emeritus professor of surgery at Long Island 
College, aged 72; Dr. Juan N. Corpas, a distinguished surgeon of 
Colombia, formerly rector of the National Faculty of Medicine at 
Bogota and professor for many years in the general and surgical 
clinic of the same faculty and ex-Minister of Education: Dr. Ronerto 
SaLé, a distinguished surgeon and anatomist of Buenos Aires, and 
honorary professor in the University and ex-president of the Buenos 
Aires Academy of Surgery. 


Surg. Lieut.-Cmdr. K. J. R. O'Connor, R.N., and Temp. Acting 
Surg. Lieut.-Cmdr. T. B. Fitzgerald. DSC., R.N.V_R., have been 
mentioned in dispatches for bravery, skill, and endurance while 
serving in certain of H.M. ships in mine-sweeping operations and 
the bombardment, supported by air strikes, of Japanese airfields in 
Puket Island, Salang, during July, 1945. 


CASUALTIES IN THE MEDICAL SERVICES 
Died.—Surg. Cmdr. Archibald Hamilton Douglas Ord Richmond, 


R.N.V.R. 
Died in a prison camp in Malaya—Capt. Henry Alexander 
Deverell, R.A.M.C. 
Died in a prisoner-of-war camp, Borneo.—Capt. Kenneth Daniels, 


R.A.MC. 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND 
ANNUAL MEETING OF FELLOWS AND MEMBERS 


The annual meeting of Fellows and Members of the Royal 
College of Surgeons of England was held on Nov. 15, Sir 
ALFRED WEBB-JOHNSON, Bt., presiding. In submitting the report 
of the Council for the year ended July 31 last, the President 
referred at length to the proposal for bringing the three Royal 
Colleges together on one site—a matter, he said, which 
interested not only their own College but the whole medical 
profession and a considerable section of the public. The 
Council of the Royal College of Surgeons had pledged the 
funds of the College to the extent of £100,000 to provide the 
opportunity, and if the opportunity was missed it would not 
be their fault. What they had done meant a considerable 
sacrifice—namely, the loss of income on that sum year after 
year—but they thought it their duty to keep the opportunity 


open. 

He then read correspondence on the subject with the Royal 
College of Physicians, who had written on Oct. 23 stating that 
they had come to the conclusion that their interests would best 
be served by remaining in their present premises in Trafalgar 
Square. A further letter, at the request of the Council of the 
Royal College of Surgeons, had been forwarded to Lord 
Moran, P.R.C.P., stating that in spite of this decision it was 
hoped that the Comitia would consider very seriously whether 
the future of academic medicine in this country would not best 
be served by having their buildings in close proximity. In 1941 
the governing body of each of the Colleges had affirmed that the 
desirability of bringing the three Colleges into close proximity 
was of “infinitely greater importance than that of attachment 
to any particular site.” The letter continued: 


“The Fellows and Members of this College [of Surgeons] have 
consistently supported the plan for contiguous College buildings 
because they have felt that there were much bigger issues involved 
than the immediate interests of their own College. They consider 
that, in order to secure and retain the confidence of the Government 
and people, the representative academic medical institutions must be 
able to advise the State with a single authoritative voice, and that 
they can do this more effectively from a common centre. Moreover, 
a medical academic centre, in which each College would retain its 
identity, would have great imperial and international influence. It 
would be a centre of research and learning. It would be able to 
maintain liaison with the Dominions and foreign countries, to 
arrange and conduct international congresses, and provide for the 
organization of research and the publication of standard medical 
literature in foreign languages.” 


It was added that the plans for the restoration and develop- 
ment of the Royal College of Surgeons included many facilities 
which would gladly be placed at the disposal of the sister 
colleges. “While financial considerations and the present 
interests of each college may determine a decision on a short 
view, my Council feels that the big question of future policy 
requires a different approach.” The present opportunity would 
be kept open by the retention of the properties already acquired 
in the hope that on future consideration the Comitia of the 
R.C.P. would decide to co-operate, and no negotiations would 
be entered into to dispose of the sites for other purposes without 
information first being given to the other Royal Colleges. 

The meeting passed unanimously a resolution approving the 
action of the Council in the matter. 


The Proposed National Health Service 


The PRESIDENT went on to refer to the proposals for a 
National Health Service. The Council, which had debated 
this matter on several occasions, had considered it from the 
point of view of what would be best for the people, without 
any consideration of vested interests. When they talked about 
the freedom of the profession it was not vested interests they 
had in mind, but the fundamental right of a free people to get 
independent professional opinion. Rumours as to the character 
of the new service were flying about ; he hoped they were not 
well founded, because a service so set up would not be in 
the best interests of the people. it would be well not to go 
into detail when so much was uncertain, but to confine them- 
selves to two fundamental principles which must not be out- 
raged if a satisfactory service was to be forthcoming. The 
first was the freedom of the profession, and the second that 
there must be a real partnership between the administrators of 
the service and those who actually carried out the treatment 
of the patients. 


Mr. Cyrit E. Beare proposed: 

(1) That this meeting is of opinion that in any proposed National 
Medical Service no hospital shall be prevented from carrying out 
as its medical staff can efficiently perform in that 

ital ; 

(2) That this meeting is of opinion that the efficiency of the work 
done and not the number of beds in a hospital is of primary 
importance in any National Medical Service. 

He was concerned at the course which might be adopted with 
regard to the smaller hospitals, that the Government might offer 
to leave the large teaching hospitals in an independent position. 
provided the smaller hospitals were placed under the control of 
local authorities. It was to the advantage of both the public 
and the profession that the voluntary hospitals, both large and 
small, should survive, and that the place of the hospital in the 
medical service should be determined not by its size or the 
number of its beds but by the efficiency of the work done and 
the ability of its staff to provide the service which the patients 
demanded. 

The Presipent said that the resolutions were such as could 
generally be accepted. He assured Mr. Beare that the Counci! 
and the members of the staffs of the teaching hospitals were 
just as anxious to preserve the non-teaching voluntary hospitals 
as the staffs of those hospitals themselves, and the point was 
rather covered by the general principle that there should be a 
true partnership between the administrators and the profession 
There could not be a better example of such partnership than 
a well-run voluntary hospital. With regard to the second 
resolution, the corporate body of surgeons from the earliest 
times had been concerned with the quality of the practice of 
surgery by ensuring that those who practised it were qualified 
to do so and by maintaining a proper code of ethics among 
practitioners. Admittedly the Government was concerned with 
quantity and distribution, but quality was the particular concern 
of the College. ' 

The resolutions were unanimously carried and the proceedings 
ended 

UNIVERSITY OF LONDON 


Kenneth Mellanby, Sc.D.Camb., Ph.D.Lond., has been appointed 
to the university readership in entomology tenable at the London 
School of Hygiene and Tropical Medicine from Oct. 1, 1945 
Dr. Mellanby was engaged in research at the London School of 
Hygiene and Tropical Medicine in 1930-6, and was elected Sorby 
Research Fellow of the Royal Society in 1936. He joined the 
R.A.M.C. in 1943, but was released in 1944 to proceed to South-East 
Asia for research on behalf of the Medical Research Council 


UNIVERSITY OF EDINBURGH 


Dr. Douglas Guthrie, consulting aural surgeon to the Royal Hospiia! 
for Sick Children, Edinburgh, whose recent book, A History of 
Medicine, was reviewed in these columns on Nov. 3 (p. 606), has 
been appointed lecturer on the history of medicine in the University 
of Edinburgh, in succession to the late Dr. J. D, Comrie. 


WELSH NATIONAL SCHOOL OF MEDICINE 
Postgraduate Courses for Demobilized Medical Officers 


Provided there are sufficient candidates, a fortnighi’s concentrated 
course of instruction for demobilized medical officers will be held 
at this School of the University of Wales from Jan. 14, 1946, and, 
in addition, a special week-end course in paediatrics will begin on 
Friday, Jan. 11. Demobilized medical officers may attend both the 
week-end course and the fortnight’s concentrated course, but the 
Government grant and allowances will be available for one o! the 
courses only, a fee for the other being charged by the Schoo! 
Applications to attend the above courses should be received by the 
secretary, Welsh National School of Medicine, 10, The Parade. 
Cardiff, not later than Saturday, Dec. 22. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College, held on Nov. 6, with the 
President, Dr. A. Fergus Hewat, in the chair, Dr. A. J. Murray 
Drennan (Edinburgh) and Dr. William Forbes (Edinburgh) were 
introduced and took their seats as Fellows of the College. Dr 
Angus MacNiven (Glasgow), Dr. J. S. Fulton (Glasgow), and Dr. W 
D’A. Silvera (Jamaica) were elected Fellows of the College. — 

The Hill Pattison-Struthers bursary in anatomy and physiology 
was awarded to David Bull. 


The Oct.-Nov. number of the Austrian Medical Bulletin is 
published at Is. 6d. by the Association of Austrian Doctors in Great 
Britain, 14, Craven House, Kingsway, W.C.2. The contents include 
an article by Dr. H. S. Baar on hyperchromic anaemias, and a plan 
by Dr. Robert Schnitzer for a modified E.M.S. hospital for emer- 
gency work in Austria; also medical notes on current events and 
reconstruction work in Austria. 
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MEDICAL NOTES IN PARLIAMENT 


Britis 
Mepicat Journal 


Medical Notes in Parliament 


Atomic Energy : Three Powers’ Statement 
Mr. HERBERT MorrRisON on Nov. 15 announced the 
decisions made in Washington between Mr. Truman, Mr. Attlee, 
and Mr. Mackenzie King on the control of atomic energy. 
This statement declared that the three Powers possessing the 
knowledge essential to the use of atomic energy were will.ng 
to proceed with exchange of fundamental scientific information 
and interchange of scientists and scientific literature with any 
country which would fully reciprocate. It added: * We believe 
that the fruits of scientific research should be made available 
to all nations and that freedom of information and freedom 

of ideas are essential to the progress of knowledge.” 


Scottish Public Health Bill 


The Public Health (Scotland) Bill, which has passed the 
House of Lords, came up for second reading in the House of 
Commons on Nov. 13. Mr. BUCHANAN said the Bill pro- 
vided for medical control at airports in Scotland and brought 
up to date and consolidated the control which already existed. 
It brought the provisions into line with the corresponding 
provisions for England, but conferred no new powers on the 
Secretary for Scotland except for making regulations for 
medical control of airborne traffic. The English authority 
received these powers in 1936. The Department had taken the 
opportunity to bring up to date the whole code of the Scottish 
Public Health Acts which dealt with the powers of the Secretary 
of State to make regulations for preventing the spread of 
epidemic, endemic, or infectious disease. Previous Acts were 
now 50 years old. A few obsolete provisions were to be 
dropped. 

Mr. J. S. C. Rem remarked that under the Bill it would be 
competent to deal with all the mixed questions—venereal 
disease, vaccination, milk supplies. It would be possible to 
remodel the regulations on the first and the law about the other 
two. Cmdr. GALBRAITH said that under the Bill the Secretary of 
State could make regulations of any kind. Any disease which 
was common among the people could be included as endemic. 

Mr. BUCHANAN Offered an assurance that the Government did 
not seek more than the 1897 powers. 

The Bill was read a second time. 


Scholarships for Medicine —Replying to Mr. Somerville Hastings 
on Oct. 18 Miss WILKINSON said State scholarships and major awards 
by local education authorities could be held for the study of medi- 
cine or dentistry. These were the only awards with which the 
Ministry of Education was concerned. The figures available did not 
show what proportion of the total number of students were in receipt 
of such scholarships. 


“Wartime Nurseries ——In reply to Mrs. Castle on Oct. 29 the 
MINISTER OF HEALTH stated that the existing financial arrangements 
for wartime nurseries would continue until March 31, 1946. He 
would shortly be asking welfare authorities how a comprehensive 
nursery service—comprising nursery schools, nursery classes, day 
nurseries, and other measures—could best be organized, using exist- 
ing services as a basis, to meet the needs of their areas. As from 
April 1, 1946, he proposed a weighted 50% Exchequer grant, com- 
parable to that payable to local education authorities for nursery 
schools and nursery classes, to be payable to welfare authorities on 
their approved expenditure on such facilities as they might provide 
as part of such a nursery service. 


Nurses’ Salaries——Mr. BUCHANAN announced that the Scottish 
Nurses’ Salaries Committee is considering a revision of the salary 
scales of nurses in Scotland. Prof. T. M. Taylor had resigned from 
the chairmanship because of pressure of other work, and Mr. John 
Wheatley had offered his services as chairman. 


Special Hospital for Disseminated Sclerosis—Squad. Ldr. SEGAL 
suggested on Nov. 1 that the Minister of Health should arrange for 
a special hospital to be allocated for the care and investigation of 
patients suffering from disseminated sclerosis. Mr. BEvaAN said 
segregation in a specialized hospital would not necessarily be in the 
interest of this type of patient. Moreover, it would add consider- 
ably to nursing difficulties, and in the present shortage of hospital 
staff this could not be contemplated. 


Rheumatic Fever Notification—On Nov. 1 Dr. Comyns asked 
Mr. Bevan to consider including rheumatic fever among the list of 
compulsorily notifiable diseases to permit of its early diagnosis before 
heart disease had taken hold. Mr. Bevan replied that he was aware 
of the evil consequences of rheumatic fever. The whole problem 
of how best to fight this disease was being intensively examined and 
the question of notification would not be overlooked. 


Research in Rheumatism.—Mr. Bevan stated on Nov. 15 that a 
number of universities and teaching hospitals had been approached 
to set up diagnostic and research centres for the study of rheumatic 
conditions. Progress had 


! r slow because of the shortage of 
medical and nursing staff. 


Compensation for Pneumoceniosis—The Workmen's Compensa- 
tion (Pneumoconiosis) Bill was read a first time in the House of 
Commons on Nov. 14. Kk provides for periods of war service or 
war employment to be disregarded for certain time limits in 
under the Workmen's Compensation Act, 1925. 


Silicosis in Rhodesian Copper Mines ——Mr. Georce Hatt stated 
on Nov. 14 that the presence of siiicosis in some mines in Northern 
Rhodesia was established as the result of an inquiry by medical 
experts in 1943. In that year a committee was set up to examine 
and advise on certain aspects of the problem. As a result of the 
committee's recommendations the Silicosis (Temporary Arrange- 
ment) Ordinance had been passed, which provided for the establish- 
ment of a Silicosis Bureau, the regular medical inspection of miners, 
the payment of compensation to miners who contracted the disease 
in the Northern Rhodesia Mines, and the cessation in certain cir- 
cumstances of work as miners by those who contracted the disease. 


Liquid Paraffin Shortage-——Mr. Bevan told Sir E. Graham-Little 
on Nov. 15 that he knew of the shortage of potable liquid paraffin. 
The matter was engaging his attention and that of the Minister of 
Fuel and Power and the Minister of Supply. The treatment or use 
of liquid paraffin conforming to the British Pharmacopoeia specifica- 
tion for any purposes other than medicinal purposes, except under 
the licence granted by the Minister of Fuel and Power, was pro- 
hibited by the Control of Petroleum Order, 1944. 


Notes in Brief 

On Oct. 17 Mr. Wilfred Paling, Minister of Pensions, refused to 
bring artificial limbs under price control. He pointed out that each 
artificial limb was made and fitted to an individual's requirements, 
so that its production and maintenance services did not lend them- 
selves to control. 

The lymph made at the Government. Lymph Establishment is 
derived from seed lymph obtained from Cologne. Rabbits are used 
in the reinvigoration of the lymph. 

Medical services in the West Africa Command are bein 
—_ Considerable reductions in medical and nursing st 
made. 
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Medical News 


Dr. Cecil Wall's Fitzpatrick Lectures before the Royal College of 
Physicians, announced for Dec. 11 and 13, have been postponed. 


A joint meeting of the Society of Public Analysts and Other 
Analytical Chemists with the Food Group of the Society of Chemical 
Industry will be held at the rooms of the Chemical Society (Burling- 
ton House, Piccadilly, W.) on Wednesday, Dec. 5, at 6.15 p.m., 
when there will be a discussion on “ New Routine Tests and their 
Application in Modern Food Industry.” 


Dr. W. J. O'Donovan will deliver a lecture on “* The Most Modern 
Dermatological Treatments” before. the Whipps Cross Hospital 
Medical Society at the hospital on Friday, Dec. 7, at 8.30 p.m. 


Sir Joseph Barcroft, F.R.S., will deliver the Harben Lectures for 
1945 before the Royal Institute of Public Health and Hygiene on 
“The Respiratory Function of the Blood” at 28, Portland Place, 
W., on Dec. 10, 11, and 12, at 3 p.m. 


The British Institute of Philosophy has arranged a lecture to be 
given by Dr. Russell Brain on “* The Neurological Approach to the 
Problem of Perception” at University Hall, 14, Gordon Square, 
W.C.1, on Friday, Dec. 14, at § p.m. This is the first Manson 
Lecture on “ Philosophy and Medicine,” and medical men and 
women will be welcomed. 

At a meeting of the Court of Directors of the Society for Relief 
of Widows and Orphans of Medical Men, held on Oct. 10, with the 
president, Dr. R. A. Young, in the chair, the audited accounts for 
the half-year ended June 30 were presented and approved. During 
the period £2,002 10s. had been granted as relief to 55 widows; a 
legacy of £5,000 had been invested in 24% Consols; £251 2s. 6d. 
had been received in subscriptions; and the expenses amounted to 
£197 19s. Membership of the society is open to any registered 
medical man who at the time of his election, which is by ballot, is 
resident within a twenty-mile radius of Charing Cross. Relief is 
granted only to necessilous widows and orphans of deceased members. 
Full particulars may be had from the secretary at 11, Chandos 
Street, Cavendish Square, W.1. 

On Oct. 20 the Association of Scientific Workers held a meeting 
to consider “the interrelations between the social and the natural 
sciences,” with Sir Robert Watson Watt, F.R.S., in the chair. The 
meeting resolved to set up a Joint Sciences Committee to consider 
the best ways in which natural and social scientists can be brought 
together to deal with social problems, and to consider certain fields 
in which such work is of particular importance. 

Dr. Ruth Young, late Principal of the Lady Hardinge Medical 
College, New Delhi, is visiting Egypt, Palestine, and Syria for two 
months, under the auspices of the British Council, to lecture on 
child welfare and British achievements in that field. 
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Dr. T. P. Feng, an eminent Chinese physiologist, has arrived in 
this country for a stay of some months under arrangements made 
by the British Council, in collaboration with Prof. A. V. Hill, Secre- 
tary of the Royal Society. After visits to the Physiology Depart- 
ments in the Universities of Oxford, Cambridge, Edinburgh, and 
Bristol, Dr. Feng will work in laboratories and libraries. A graduate 
of Fuhtan University, he spent three years here and gained the degree 
of D.Ph. at the University of London in 1933, and was elected a 
member of the Physiological Society. On his return to China Dr. 
Feng became associate professor of physiology in Peking Union 
College, and latterly has been professor of physiology in the 
Shanghai Medical College, temporarily in Chungking, and technical 
director of the Medical Research Institute, which he organized. 


The Treasury has made an Order entitled “The Purchase Tax 
(Exemptions) (No. 2) Order, 1945,” the effect of which is to exempt 
from Purchase Tax a large number of drugs and other medicinal 
products which are specified in a schedule. In general ihe 
new Order amplifies and in some respects recasts the list of drugs 
already exempt. A revised Notice No. 78 B incorporating in a single 
schedule all the exempt drugs will shortly be issued and a copy 
will be supplied to all registered traders likely to be concerned. 


The Provisional National Council for Mental Health (39, Queen 
Anne Street, W.1) has lately appointed Col. K. Soddy, M.D., to the 
medical directorship of the National Association for Mental Health. 
Col. Soddy has, since September, 1943, acted as deputy director of 
selection of personnel and chief technical officer, India Command, 
and is still serving in that capacity. The appointment was made 
in the candidate’s absence over-seas, and will be taken up as soon 
as he secures his release from the Army. 


The Home Nursing Scheme for Greater London, which was noted 
recently in these columns, has prepared a small pamphlet giving a 
list of telephone numbers of district nurses in the London area. 
The organizing secretary (19, Hammersmith Broadway, W.6) will 
supply a copy to any doctor or hospital on receipt of an application 
with a 2d. stamp to cover cost of printing and postage. 


The Minister of Health has supplied to hospitals owned by county 
councils and county borough cowucils, joint boards for tuberculosis 
and joint sanatorium boards, copies of the second memorandum on 
hospital diet issued by King Edward’s Hospital Fund for London. 
The first memorandum was noticed in the Journal of Sept. 18, 1943 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales the only changes in the incidence of 
infectious diseases were decreases in scarlet fever and measles, 
of 198 and 51 respectively, and an increase of 77 in cases of 
whooping-cough. The incidence of scarlet fever notifications 
went down slightly in most areas, except in the north, where 
the trend remained practically constant. The largest falls in 
scarlet fever were in Warwickshire (46) and in London (36). 
The chief feature of the diphtheria returns was a fall of 31 in 
Lancashire ; the largest rise was in Durham (11). Only small 
fluctuations occurred in the local trends of whooping-cough ; 
the increase was mainly due to small rises in the southern part 
of the country. The trend of measies showed a change only in 
Wales, where there were 45 fewer cases. Notifications of 
dysentery were | more than in the preceding week. The only 
fresh outbreak of any size was in Kent, Maidstone M.B. 19. 
The other large returns were Lancashire 34, London 34, Yorks 
West Riding 20, Glamorganshire 19, Caernarvonshire 14, and 
Warwickshire 10. 

In Scotland the incidence of diphtheria decreased by 31 cases, 
and dysentery by 15, while measles rose by 37. The fall in 
diphtheria occurred in the western area. The reduction in 
dysentery took place mainly in Glasgow, where the cases fell 
from 52 to 37. ; 

In Eire 16 fewer cases of diphtheria were recorded, while 
whooping-cough, scarlet fever, and measles were slightly more 
prevalent, with rises of 24, 7, and 7 respectively. Forty-three 
further cases of diarrhoea and enteritis were recorded in Dublin 
C.B., being 6 fewer than last week. Practically all the cases of 
measles, and more than half the cases of whooping-cough, were 
notified in this city. : 

In Northern Ireland the only change in the totals was a 
decrease of 13 in scarlet fever. 


Week Ending November 17 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,674, whooping-cough 
1,203, diphtheria 646, acute pneumonia 420, measles 403, 
dysentery 180, cerebrospinal fever 36, acute poliomyelitis 32, 
paratyphoid 1, typhoid 1. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Nov. 10. 


Figures of Principal Notifiable Diseases for the week and those for the corre: 
week for: (a) England and Wales (London included). (od) 
London (administrative county). (c) Scotland. (d) Eire. (¢) Northera Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease. 
are fow: (a) The 126 great towns in England and Wales (including London) 
(b) London (administrative county). (c) The 16 principal towns in sootiond, © 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern ire and. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1945 1944 (Corresponding Week) 
Disease = 
(a) @ || @)@| Ce 
Cerebrospinal fever .. 37) 3} 2) 3— 337-3} 12) 
iphtheria 573 77| 24] 642) 198) 123) 26 
4 1a — 5 — 
Dysentery 212} 34, 74) — 64; 100) — 
Deaths — 
Encephalitis lethargica, 
Erysipelas 47, 7) 4 15) 2 
Infective enteritis or 
diarrhoea under 2 35 
years 53 J 
Deaths 30, 3 13) 3 41 14, 13 
Measles * 23) 112) 3 5,752} $7} 34s} 11) 207 
Deaths an 
Paratyphoid fever — — | — — — | 
Pasumonia, infiuensalt 463) 344 9 4 S83) 
h n influ- 
18 3 1 | — 2 2 1 
Pneumonia, prima 199) 23 22, 18) 
Deaths \ 24 93 4 23 is; 
Polio-encephalitis, acute a 
Deaths as — 
Poliomyelitis, acute .. 33} 8 2 3; — 13) — 1 2| = 
Puerperal fever .. 9 17 12) | 
Deaths 
Puerperal pyrexiat 1 161 2 2 
ths 
Scarlet fever 1,621| 113) 309) 32) 36) 2,132 351 & 
Deaths = — | — 
4 
Typhoid fever .. 2 1 4 1 
aths aon ow | hat 
Deaths 
Whooping-cough* 83 7! 1,297, 34 97) 16 18 
Deaths = | am 
Deaths (0-1 year) 376, 30, 49, 45) Io 2 46, 2 
Infant mortality rate 
(per 1,000 live births) 
4,053) 639) $35] 192 10! 4,338) 627| 220, 153 
Annual death rate (per 
“1.000 persons living) § Sats 
Live births | 6,63 930) 764| 364, 25€ §52| 383) 256 
Annual rate per 1,000 
persons living .. | [15-3 23-5) § |_| 
Stillbirths | 24) 29 205} 15, 30 
Rate per 1,000 total 
births (including | 93 
stillborn) .. 37 | * 


* Measles and whooping-cough are not notifiable in Scotiand, and the returns 

fore an approximation only. 

ae po a form for England and Wales, London (administrative 
county), and Northern Ireland. 4 Eire 
verperal fever for England and Wales an 

Sone of population, Birth and death rates for Northern 


Ireland are still not avaifable. 
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Letters, Notes, and Answers 


All communications with regard to editorial business should be addressed to THE 
EDITOR, Britis: Mepicat Journat, B.M.A. House, Tavistock Square, 
Lonpon, W.C.1.  Tetepuone: EUSTON 2111. TreLeGcrams: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 


ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
Tecepuone: EUSTON 2111. TeLeGrams: Articulate Westcent, London. 


MIEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
TELEPHONE: EUSTON 2111. TEeLeGRaAMs: Medisecra Westcent, 
ondon. 


8 M.A. Scortisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


Incontinence in the Elderly 


Q.—A single woman of 76 begins to lose control of her bladder. 
What might be the cause of this? 


A.—There are many possible causes, and a lesion of the nervous 
system should be first excluded, bearing in mind that the lesion may 
be an early one, with disturbance in urination as its first symptom. 
Another possibility is organic disease within the bladder or urethra. 
Any tumour in the lower abdomen or pelvis might disturb bladder 
control, and conditions such as nulliparous prolapse, diseases of the 
cervix and vagina, urethral caruncle, etc., should also be kept in 
mind. A very full investigation of the nervous and genito-urinary 
systems is indicated, but if an organic lesion is not found, then the 
loss of control could be explained by senile atrophy of the muscles 
of the sphincter mechanism. Such a condition is not rare, and at 
the age of 70 its treatment is likely to be difficult. Incontinence of 
this type was dealt with very fully in an answer to a question 
published in the Journal on Jan. 27, 1945 (p. 139), and reference to 
this should be made. 


Fleas in the Laundry 


Q.—As medical officer to a laundry I am looking for a preparation 
to be applied externally, or taken internally, which will repel fleas. 
It is impracticable to disinfest the bundles of clothing before the 
fleas jump out on the sorters. Apparently D.D.T. is unlikely to 
stop this immediate jumping out. I have tried sulphur gr. 5 td.s. 
on one subject over several days, but this had no effect, and the 
ordinary proprietary creams were also ineffective. 


A.—We do not know of any substance which, taken internally, will 
prevent - insect-bites. The most effective repellants for external 
application act mainly by being irritant or paralysing to the insect 
on contact—e.g., dimethyl phthalate, indalone, pyrethrum prepara- 
uons, etc. These wili prevent an insect’s walking over skin or 
garments on which they are smeared. 

Since it is clearly impossible to apply such materials all over the 
body of the laundry sorter, they must obviously be combined with 
protective clothing. Overalls with trousers and sleeves are desirable. 
The cuffs and trouser ends should be tightly fastened and repellant 
applied liberally to the garments in these regions and also at other 
openings to the body. 


Chronic Recurrent Parotitis 


Q.—A man of 76, in good health but deaf, has obstruction to the 
flow of saliva from both parotid glands. The stoppage, on one side 
or the other, lasts for hours, with gradually increasing pain and 
swelling of the gland. Eventually there is a gush of secretion into 
the mouth, and relief. The ducts have been probed but no calculus 
located. Various methods of applying heat during the acute attack 
have been used and help to relieve the pain and to overcome the 
resistance to the flow of saliva, but the condition recurs. Is there 
any possible connexion between the trouble in the gland and the 
chronic deajness—possibly interference with nerve control ? 


A.—The condition described in this patient is almost certainly 
one of chronic recurrent parotitis, and as it is bilateral it is most 
unlikely that it is associated with parotid calculi. Confirmation of 
the diagnosis may be obtained by examination of a specimen of 
saliva taken directly by a glass cannula from the parotid duct. 
This saliva may show turbidity due to the presence of numerous 
blobs of muco-pus, or a uniform turbidity. Cytological examina- 
tion will show many pus cells and columnar or pavement epithelial 
cells, often containing bacteria. The commonest infecting organisms 
in this type of parotitis are the Srr. viridans or the pneumococcus. 
A sialogram with the injection of lipiodol will give detailed in- 
formation about the degree and type of dilatation of the duct system. 
The catarrh and infection are present in the ducts all the time and 
the acute attacks are due to blockage of the larger ducts with 


tenacious muco-purulent secretion. It is unlikely that there is any 
connexion between the parotitis and the deafness, and unlikely that 
there is any interference with nerve control. 

At the age of 76 drastic measures hardly seem called for, and the 
simplest procedure is to show the patient how to empty each gland 
digitally. In the case of the right parotid the index and middle 
fingers of the patient’s right hand are placed firmly on the left side 
of the chin and the thumb over the right parotid gland. The gland 
is then stroked firmly with the thumb in a forward direction towards 
the angle of the mouth. The first stroke is started at the tragus of 
the ear, the second at the lobule, and the third just behind the angle 
of the jaw. Each forward movement of the thumb should be firm 
and deliberate and take about half a minute to reach the angle of 
the mouth. This manceuvre should be carried out for five minutes 
on each side first thing in the morning and last thing at night. It 
will heip to keep the gland empty of tenacious secretion and will 
usually avert the acute attacks. Other methods of treatment include 
dilating the ducts with graduated probes, deep x-ray treatment in 
the case of Str. viridans infections, and in the worst cases a plastic 
operation on the duct. Mastication is the most important single 
factor in inducing the flow of saliva and in emptying the parotid 
glands. In almost all cases of chronic recurrent parotitis there is 
some impairment in the efficiency of the chewing mechanism as the 
result of missing teeth, iil-fitting dentures, etc. 


Lupus Vulgaris 


Q.—An otherwise apparently healthy girl of 15 has a patch of 
lupus on the cheek and is having out-patient treatment. Her work 
consists of (1) helping in a grocery shop, and (2) looking after the 
grocer’s three children, one a baby of a few months. She “ lives 
in.” Ought she to continue with either of these two jobs, and if so 
what precautions, if any, should she take? Her employer, while 
anxious to retain her service, is equally anxious to avoid running 
unjustifiable risks. 


A.—With very rare exceptions there is no risk of contagion or 
infection from a patient suffering from lupus vulgaris. So far as 
the lupus vulgaris itself is concerned there is no risk whatever, and 
it is almost true to say that the presence of lupus vulgaris in the 
skin denies the presence of any active visceral or other lesion which 
might be a source of infection. Should such active tuberculosis 
arise elsewhere it is customary for the lupus vulgaris to disappear 
quickly. However, there are rare exceptions where patients with 
lupus vulgaris have visceral tuberculosis, and treatment of the lupus 
should not be undertaken until the patient has been carefully over- 
hauled medically and by x-ray examination of the chest to exclude 
such a possibility. If that has been done in this instance and all 
is satisfactory, there is no reason why the patient should not con- 
tinue in her employment, and in care of the children, and “ live 
in.” Most patients suffering from lupus vulgaris are best treated 
in properly equipped hospital departments, by daily treatment as 
out-patients while continuing their normal vocations. Such circum- 
stances probably play a part in the response to treatment and in 
recovery. 

Chronic Prostatitis 


Q.—A patient has chronic prostatitis due to Staph. albus and a 
mildly haemolytic streptococcus. Sulphadiazine and penicillin have 
been used without appreciable effect. He has had severe “ rheu- 
matic ”’ pains in most parts of his body for years. Would an auto- 
genous vaccine help, or would shock therapy be likely to cure ? 


A.—To treat any lesion by vaccines without knowing its patho- 
logical anatomy is unsound. The query gives no description of the 
rectal and bimanual examination of the prostate. Even when this 
has been done the case has not been completely investigated until 
a posterior urethroscopy has been carried out. It is only by this 
means that dilated ducts, perhaps exuding pus, can be recognized. 
An x-ray film to exclude prostatic calculi is also necessary. If these 
special examinations are negative it may be reasonable to try vaccine 
treatment. Shock therapy is not likely to be useful. If gross disease, 
recognized by the methods mentioned above, is found, then probably 
surgical treatment through the posterior urethra, laying open the 
ducts widely by a diathermy knife, may lead to cure. 


Thiouracil for Graves’s Disease 


Q.—What is the mode of action of thiouracil in Graves's disease ? 
What are the drawbacks? Is it possible to use it in general practice, 
and if so in what dosage, and what precautions are necessary? Is 
there any concise literature on the subject ? 


A. —Thiouracil acts by interfering with the production of thyroxine 
in the thyroid gland. By means of thiourgcil thyrotoxicosis can 
be controlled, but unfortunately about one in every ten patients 
shows signs of sensitivity to the drug and treatment has to be dis- 
continued. Such sensitivity usually occurs during the first eight 
weeks of treatment, and infrequently later when maintenance doses 
of the order of 100 mg. to 50 mg. daily are being used. The most 
dangerous manifestation of sensitivity is agranulocytosis. Treat- 
ment with thiouracil is justifiable only when the patient can be kept 
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under close observation. She should be in hospital for the first 
month, and thereafter seen at intervals of not more than one month. 
In hospital, treatment can be controlled by estimation of the B.M.R., 
and sensitivity detected by counting the white blood cells. After 
discharge, counts of the white blood cells should be made at monthly 
intervals. The duration of treatment is six months to one year. A 
concise account of the treatment and its drawbacks is given by H. P. 
Himsworth (Proc. roy. Soc. Med., 1944, 37, 693). 


Pneumoperitoneum for Early Apical Tuberculosis 
Q.—On page 520 of the JourNnaL of Uct. 13 a question is headed 
“ Pneumoperitoneum and Pregnancy.” Presuming the “ apical 
lesion” refers to the chest, is pneumoperitoneum a recognized treat- 
ment for this, or is this a slip for pneumothorax ? 


A.—Pneumoperitoneum is often a very useful measure in the treat- 
ment of early apical tuberculosis, especially when combined with 
paralysis of the hemidiaphragm. In these circumstances very con- 
siderable relaxation of the lung can be obtained, which affects all 
parts, including the apex. Obviously the treatment would have no 
effect in cases of chronic, cavitated, fibroid, apical disease. 


Keeping Properties of Penicillin 
Q.—How long does penicillin retain 75% of its potency (a) once 
dissolved for intramuscular use or for use as eye-drops; (b) when 
made up in the form of pastilles for oral medication in Vincent's 
infection? As the keeping property varies with temperature I should 
like a figure for room temperature and for 5° C. 


A.—A precise answer to this question cannot be given, if only 
because stability depends on purity. The rapid loss of potency in 
solution which characterized the cruder penicillin of early days does 
not occur with the more refined present-day product, but different 
makes and batches still vary in their content of impurities. Some 
idea of the stability in solution of reasonably good penicillin may 
be gained from the observations of W. M. M. Kirby (J. Amer. 
med. Ass., 1944, 125, 628), who kept weak solutions at incubator 
and room temperature and could detect no deteriorations until after 
4 and 7 days, respectively. J. S. Gotts and A. M. Glazer (War 
Med., 1945, 7, 168) found that solutions and creams lost the whole 
of their activity in about one month at either incubator or “ room ” 
temperature (this, being in summer in Florida, averaged 28° C.), but 
lost practically none of it in the refrigerator (2° C.) in 60 days. In 
preparations other than simple solutions stability might be affected 
by the vehicle, but the bases used both for creams and for pastilles 
are understood to have no deleterious effect. It need perhaps hardly 
be added that one cause of very rapid loss of potency in any fluid 
preparation of penicillin is bacterial contamination ; frequently used 
solutions such as eye-drops are particularly liable to this. 


Inheritance of Diaphysial Aclasis 


Q.—What advice should I give a female patient aged 23 about the 
advisability of marriage? There is a family history of multiple 
congenital osteochondromata. Her grandmother was affected; her 
father was free from it; but his six brothers developed bony growths 
at 24 years of age. The patient herself is free, but her brother 
developed the complaint in infancy, and now his son (the patient's 
nephew) has developed growths at the age of 24 years. All the bony 
growths appear near the epiphysis of long bones or on the spine. 
Is the aetiology known? And is any preventive treatment by drugs 

-e.g., calcium—of any use? 


A.—The condition is probably diaphysial aclasis (multiple 
exostoses). It is inherited as a dominant, but in the heterozygous 
state, particularly in females, the exostoses may be so small or so 
few that thcy are overlooked, and sometimes there may be none at 
all. In view of the fact that the patient’s father was apparently 
free and yet transmitted the condition, the patient may also be 
capable of transmitting it. It is, however, more likely that all her 
children and descendants will be normal. If she does decide to get 
married it would be advisable, before taking this step, to have x-ray 
films of all her long bones and spine taken. It is an inherited 
developmental defect of bone, but the exact nature of it is unknown. 
No treatment with the drugs which have been tried so far has had 
any effect. 

“ Leucopenic Index ” in Allergy 


Q.—Is there a reliable quantitative test of protein sensitivity in 
allergic conditions? In, Bigger’s “ Medical Bacteriology” (4th 
edition, p. 265) mention is made of a test called “ leucopenic index.” 
How is this test performed and what is its clinical value ? 


A.—The “ leucopenic index” was suggested by Vaugham (1932). 
The principle of the test is the same as that of the haemoclasic 
crisis test of liver function (Widal), the occurrence of a leucopenia 
after, the ingestion of food instead of the usual digestive leucocytosis. 
Vaughan found that the drop occurred after a patient partook of 
the food to which he was sensitive. Two leucocyte counts thirty 
minutes apart are made on a patient who has fasted for at least six 


hours. One and a half hours after the ingestion of the suspected 
food another leucocyte determination is made. If the number of 
leucocytes after ingestion is 1,000 lower than before the result is 
considered positive, but all the work should be done by a single 
technician, using the same apparatus, and the patient must have 
been at rest and not mentally upset. Only one food can be tested 
on one day, and repetition of the test often yields different results 
The test has received both support and criticism. According to many 
observers, sometimes a rise comes instead of a fall. Even Vaughan 
considers that it cannot be regarded as a diagnostic procedure in 
allergy. As yet it is certainly not reliable, and has been used 
only in food sensitivity and not in the more common inhalan! 


sensitizations. 
Air Embolism in Pregnancy 


Q.—Recently a case was reported in which death occurred in a 
pregnant woman due to air embolism stated to be caused through 
blowing during or shortly after intercourse. It was said that this 
condition, unknown to the laity, was only little known to medical 
men. How exactly is it brought about? Why is there a greater risk 
of air embolism during pregnancy? Is air embolism possible by 
blowing up the vagina? 


A.—Fatal air embolism (the air gaining entrance via endometria! 
vessels) has been recorded in non-pregnant women when air is forced 
directly into the uterus—as in tubal insufflation. The chance of 
this, small at any time, is increased just before menstruation when 
the endometrial vessels are dilated. During pregnancy, when the 
vessels of the decidua are widely dilated and their walls fragile, the 
risk of air embolism is much greater. If the cervix is slightly open 
embolism can occur even if the air is forced only into the vagina 
It is more likely in multiparous women and in late, rather than early, 
pregnancy. Although air might gain entrance through a damaged 
vessel in the vagina or cervix, the usual route is for it to travel 
through the cervix, outside the membranes, up to placental site, 
where it enters one or more of the maternal sinuses. At least four 
cases!-4 of fatal air embolism following the vaginal insufflation of 
antiseptic powder during pregnancy are recorded, and I know of 
one other, not published as yet. It is stated that it requires 500 c.cm 
of air to enter the blood stream to produce death, and Breyfogle 
estimates the capacity of the distended vagina during pregnancy to 
be in the region of 1,150 c.cm. If the maximum amount of air 
which can be expired is put at 3,500 c.cm. after a full inspiration, 
and at 2,000 c.cm. after a normal inspiration, it is clear that with 
a single expiration an individual could blow enough air into the 
vagina to fill it to capacity and also to cause fatal embolism via 
the uterus. There is, therefore, little doubt that the forcible blowing 
of air into the vagina, and particularly if the introitus were obstrucied 
at the same time, could result in fatal embolism. The fact that post 
mortem examination may not reveal the site of entry of the air or 
any separation of the membranes is not necessarily of significance. 
since the findings in this respect were negative in at least two of 
the recorded cases of death following insufflation. 

It remains to be added that air embolism may occur during intra 
uterine manipulations in labour, and is most common immediately 
after delivery is complete, when air may be sucked into the uterus 
by intermittent pressure applied to the fundus. Its causation ts 
dependent on the same factors: (1) entrance of air into the vagina 
under pressure, (2) an open cervix, (3) the widely dilated venous 
sinuses of the placental site. 

REFERENCES 
1S. J. S. Pierce, Canad. med. Ass. J., 1936, 35, 668. 
2R. L. Brown, Lancet, 1943, 1, 616. 
3A. J. Partridge, British Medical Journal, 1943, 2, 329 
4H. S. Brevfogle, J. Amer. med. Ass., 1945, 129, 342. 


Purifying Water Supplies 


Q.—Is chlorination of water effective—that is, does it desires 
germs, such as Bact. coli? Is there any other efficient means of 
purifying a city’s water? 

A.—Chlorination is the most widely used method of sterilization 
of water. It is employed as the final or sometimes as the only 
stage in the purification of surface supplies, and is often the only 
treatment required for well supplies where the water is bright and 
clear. Chlorine is a germicide and obeys the laws of disinfectant 
action. In waterworks practice the aim is to destroy all intestinal 
organisms, for if all the normal inhabitants of the human and animal 
intestine, such as Bact. coli, are destroyed, then it can confidently 
be assumed that all pathogenic intestinal organisms have also been 
killed off. A water is considered safe to drink if Bact. coli is absent 
from 100-ml. sampies. Chlorine may be added to water in several 
ways, but there must be adequate time for contact between the 
chlorine and the water for the disinfectant action to be completed 
before the water passes to the consumer. In this way the dose of 
chlorine applied may be so small that no taste of it can be detected 
by the users. ae) 

Ozone is another efficient “ finishing process” in the purification 
of water, and, although more popular on the Continent than in 
this country, it may become more widely adopted here as cheape: 
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methods for its production are devised. This allotropic form of 
oxygen has some advantages over chlorine. In addition to the pro- 
duction of a clear and sparkling water, it is capable of removing 
certain earthy or musty tastes and odours and of reducing colour. 
Ozone completes its beneficial effect within a few minutes and 
decomposes into oxyven. so that it may be said that no “ foreign ” 
substance is present in the water. 


Enemas in Diphtheria 


Q.—For how long should enemata be given to a moderately severe 
case of diphtheria? What is the safest laxative to give when enemata 
are discontinued ? 


A.—In diphtheria of such severity as to introduce the possibility 
of toxic myocarditis bowel action is best maintained by small enemata 
on alternate days throughout the whole period of strict recumbency. 
Once the child is sitting up in bed aperients may safely be used, but 
they are often not required in young children. A suitable one in 
diphtheria at all ages is an equal mixture of liquid paraffin and 
liquid extract of cascara in appropriate amount. 


INCOME TAX 


Appointment—Expenses: “ Living In” 

A. B. receives a salary of £350 a year as a demonstrator. (a) What 
deduction can he claim for subscriptions for professional literature, 
or to professional societies, renewal of instruments, etc. (b) How 
will he be affected if (i) he ‘“* becomes resident with the cost of 
residence deducted at source,” or (ii) “ takes a post with residential 
emoluments 


*.* (a) No deduction can be claimed unless membership of the 
societies is a condition of the appointment, or, in the case of instru- 
ments, he is required to supply his own. If he is not debarred by 
that condition reasonable out-of-pocket expenses can be claimed 
provided that they are not of a capital nature. (5) (i) If he is 
entitled to a specified salary (of £x) but being resident is liable 
to have a deduction (£y) made therefrom in respect of board and 
lodging, he is liable to tax on the full amount—i.e., £x. On the 
other hand, if the terms of the engagement are that he shall receive 
a specified sum (£x—£y) and in addition have the advantage of free 
board and lodging, then his liability is on the actual cash payment 
due (i.e., £x—£y). 

Locumtenent—Expenses 


N. H. has been informed that commission paid on his salary as a 
locumtenent cannot be deducted as expenses under Schedule E. 


*,* The statement is legally correct but requires amplification. It 
is the accepted practice to assess a locumtenent—meaning by that 
a medical man who practises his profession by taking comparatively 
short-term engagements—not under Schedule E as if he holds a series 
of appointments each one of which is a separate subject of assess- 
ment, but under Schedule D as a man exercising his profession in 
a special way. If, therefore, N. H. has held a number of locum- 
tenencies or in the natural course of events will do so, he should 
claim that under the recognized practice of the Inland Revenue 
Department he should be assessed under Schedule D (in which case 
the commissions payable can be deducted as expenses) and that the 
Schedule E assessment should be discharged. 


LETTERS, NOTES, ETC. 
Use of Liver Extracts 


In the JourNAL of Oct. 6 we published a question and answer on 
the use of liver extracts. The answer was criticized in the JOURNAL 
of Nov. 17 (p. 714) by Dr. H. M. Walker. Our adviser replies as 
follows: 

It was made clear in the answer to which Dr. H. M. Walker 
demurs that liver extract cannot be expected to cure aplastic anaemia 
or thrombocytopenic purpura. It might have been added that, 
though the Order made by the Minister of Health on July 19, 1945, 
permits injectable liver extracts to be used without any restriction 
as to the conditions to be treated, it is still a breach of the regula- 
tions to use oral extracts of liver for any conditions except pernicious 
or other megaiocytic anaemias. Moreover, it was apparent from 
the context that the reference was to anaemias of a grave prognosis, 
and the writer would strongly discourage the injection or ingestion 
of liver in the simple form of hypochromic anaemia which is so 
common in women in this country. The rule might therefore be 
amended to read, ** No patient with a blood disorder should be 
allowed to die without being given the opportunity of responding 
to liver therapy,” and the writer has no hesitation in reaffirming it in 
that form. 

It seems probable that Dr. H. M. Walker has had little experience 
of treating patients with severe blood disorders such as aplastic 
anaemia or acute leukaemia. In their extremity the relatives turn 
for help in every direction, and sooner or later they discover that 
a patient with a severe anaemia has made a miraculous recovery on 


treatment with liver. It may be disastrous if they make such a dis- 
covery after their own patient has died without benefit of liver 
therapy. It is idle to try to persuade them that this is an entirely 
different type of blood disorder. In the first place, they ask, may 
we not be wrong? And in the second place, can it possibly do any 
harm? We may indeed be wrong. The writer has seen patients 
recover completely on treatment with liver when they had been 
diagnosed as suffering from carcinoma of the stomach with pyloric 
deformity; aplastic anaemia; purpura haemorrhagica; and cirrhosis 
of the liver. Liver is undoubtedly often misused, and that is a bad 
thing in these times of scarcity. Before the war more batches of 
liver extract were sold than there were patients with pernicious 
anaemia on whom to test them. Nevertheless, the great volume of 
misused material goes to people who are not anaemic at all, and 
who sometimes quite frankly take it as a pick-me-up. The amount 
that wiil be wasted in parenteral treatnxnt of aplastic anaemia, 
purpura haemorrhagica, and leukaemia is a mere trickle in com- 
parison. 

Dr. H. M. Walker further states that purified and crude extracts 
of liver are equally reliable, and that they are submitted to exactly 
the same type of test. This may be true of some particular brands, 
but it is certainly not generally true. There is no compulsion on 
British manufacturers to submit liver extracts to clinical trial and 
to record their potency in units, as is the rule in Canada and the 
United States. It is well known to practising haematologists that 
some British manufacturers have put batches of liver extract on the 
market without clinical trial during the war, and that the commonest 
cause of relapse in treated cases of pernicious anaemia has been an 
inactive preparation of liver. It is also a matter of experience that 
the refined extracts have been more reliable than the crude. 

Finaliy, Dr. H. M. Walker misquotes the answer in regard to the 
use of proteolysed extract of liver. Injection of liver extract was 
recommended as the treatment of choice for pernicious anaemia, 
but it was pointed out that refractory cases which fail to respond 
to treatment by injection will often respond to proteolysed extract 
of liver by mouth. Evidence of the decisive superiority of proteo- 
lysed extract by mouth in refractory anaemia of the pernicious 
type can be found in the paper by Davis and Davidson (Quart. J. 
Med., 1944, 13, 53). In the experience of the present writer fluid 
extract of liver (B.P.) is as effective as proteolysed extract 10 these 
uncommon refractory pernicious anaemias. The explanation of the 
superiority of oral over parenteral treatment in these particular in- 
stances is obscure. It may be mass action of the extract, or it may be 
the presence of synergic factors which are not available in sufficient 
quantity in the parenteral preparations. As Dr. H. M. Walker has 
misconstrued the previous answer, he may rest assured that the 
writer is well aware of the fact that in the average case of pernicious 
anaemia liver extract is probably 40 to 60 times as active by injection 
as by mouth. In refractory cases of pernicious anaemia, however, 
there is a diminution or reversal of this ratio, and in refractory 
cases, therefore, oral extract of liver may be superior to intra- 
muscular extract of liver, however compiex and however carefully 
assayed. 

“ The Frozen Pelvis ” 


Lieut.-Col. F. R. W. K. ALLEN writes from the Indian Military 
Hospital, Poona: The reviewer of Surgical Errors and Safeguards 
in your issue of July 7, 1945 (p. 16) should look up O’Meara’s 
Medical Guide for India and turn to Section VI, 7, “ Gynaecology,” 
by V. B. Green-Armytage. “ The frozen pelvis’? appears in my 
edition at page 722. 


Humanitarianism and the European Situation 

Mr. J. W. Niemann, chairman of the Reception Committee for 
Young People from Occupied Countries, writes from 35, Eaton 
Square, London, S.W.1: I have been advised by one or two doctors 
that a letter appeared in your Journal on Sept. 29, written by a 
doctor serving in U.N.R.R.A., who asked that an organization be 
set up to enable children from the Continent to come to this country 
for a recuperative holiday of twelve months or so. I would like 
to draw attention to the work of the Reception Committee, Y.P.O.C. 
This organization has been in existence since 1942 and has been 
working in close collaboration with the British and Dutch Govern- 
ments. Up to date nearly 6,000 Dutch chiidren have been accom- 
modated in this country, and all of them have been in camps for two 
months, 5,000 of whom have also been in private hospitality homes 
for a further eight weeks. These children have been distributed 
with great success into private homes in Scotland, the Midlands, 
and Wales, and we are now busy on plans to send about a thousand 
children to the southern districts of England, including Kent, Surrey, 
and Sussex. These children are welcomed as guests in the homes of 
these British people, and from all sides we have been encouraged by 
excellent reports. The Reception Committee is run on voluntary 
subscriptions, and the administrative work of the headquarters is 
carried out locally by branch reception committees, all of whom 
work in an honorary capacity. The organization is international, 
and we are hoping to welcome children from Norway, France, 
Czechoslovakia, and Greece. 


